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FOREWORD 


The National Rural Health Mission (NRHM) was launched in 2005 with a view to bringing about 
dramatic improvement in the health system and the health status of the people, especially 
those living in the rural areas of the country. The Mission seeks to provide universal access to 
equitable, affordable and quality health care which is accountable and at the same time 
responsive to the needs of the people. The Mission also seeks to reduce child and maternal 
deaths as well as focus on issues like population stabilization, gender and demographic balance. 
In this process, the Mission would help achieve goals set under the National Health Policy and 
the Millennium Development Goals. 


National Rural Health Mission (NRHM) has lead to the improvement in performance of all 
programmes for child health, maternal health, population stabilization, disease control, disease 
surveillance etc. by filling the gaps in basic provision for health services. In its short journey of 
four years, NRHM has demonstrated how significant changes can be brought about in the 
number of outpatient cases, inpatient cases, institutional deliveries, drug availability, diagnostic 
services, nurses, paramedics, doctors, specialists and emergency ambulance services. This is 
also evidenced by the drop in key health indicators over the last few years. The Maternal 
Mortality Ratio (MMR) is down to 254 (2004-06) from 301 per 100,000 live births (2001-03) and 
IMR is down to 55 (2007) from 58 per 1,000 live births (2005). Institutional deliveries have 
increased to 47% (2007-08) from 40.9% (2002-04) and full immunization coverage of children 
up to 2 years has gone up to 54.1% (2007-08) from 45.9% (2002-04). The performance in Family 
Planning Services has also registered improvement after going down in earlier years. A large 
number of these indicators are based on surveys conducted by independent institutions like the 
Registrar General of India and International Institute for Population Sciences, Mumbai. 


The administrative reporting in the Health Sector has primarily been based on paper reports 
and returns which have lead to delays in preparation of analytical reports. In October 2008, the 
MoHFW launched a web enabled HMIS portal that facilitated district level data capturing and 
preparation of analytical reports. The focus of MOHFW was to encourage States and Districts to 
migrate their legacy data from April 2008 onwards on to the portal so that during the current 
financial year, more intelligent analysis would be forthcoming. Prior to this exercise, the 
MoHFW was relying primarily on State level reports. As there has now been a change in the 
reporting system, the figures for 2008-2009 onwards would not be strictly comparable with the 
data for the earlier years. Moreover, the States have been constantly encouraged to check their 
data and reports from time to time especially for the year 2008-2009 so that their base line 
data at the district level is accurate. As the HMIS system evolves, both the Health Managers and 
the public at large would be able to undertake meaningful analysis of the information available 
on the portal for policy interventions. The HMIS system is being expanded on various 
dimensions including sub district level penetration and integration with other National Health 
Programmes so that the HMIS becomes a single point of reference for all health related 
information. 
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1. INTRODUCTION 


A. National Rural Health Mission 


The National Rural Health Mission (NRHM) was launched in 2005 with a view to bringing about 
dramatic improvement in the health system and the health status of the people, especially 
those living in the rural areas of the country. One of the Core Strategies of NRHM in achieving 
its goals is to strengthen capacities for data collection, assessment and review for evidence 
based planning, monitoring and supervision. The NRHM Framework proposes accountability 
through a three pronged approach of internal monitoring (MIS), Community based monitoring 
and External surveys (SRS, DLHS, and Household Surveys). 


NRHM is an umbrella programme encompassing the various health and family welfare 
initiatives and programmes of the Ministry of Health & Family Welfare, Government of India. 
These include the Reproductive and Child Health Programme — Phase II (RCH II), Universal 
Immunisation Programme, and the various National Disease Control Programme. With the 
launch of NRHM, there was an urgent need for a centralized health information division 
covering all the programme specific data needs and also routine RCH and public health related 
information so as to meet all information needs of MOHFW for NRHM and related programmes 


on a single platform. 


B. HMIS —A Digital Initiative 


The HMIS (Health Management Information System) web portal was launched by the Ministry 
of Health and Family Welfare (MoHFW) on 21” October, 2008 to enable capturing of public 
health data from both public and private institutions in rural and urban areas across the 
country. The portal is envisaged as a “Single Window” for all public health data for the Ministry 
of Health and Family Welfare. The 
web portal also has data from 
NFHS, DLHS~ etc. and will 
subsequently have data from 
Concurrent Evaluation and other 
such surveys as and when the data 


is available. 


Before the launch of the web 
portal, the NRHM __ physical 
performance formats were 
rationalised and divided in to 5 


separate formats, one each for 
District Hospital, Sub Divisional 
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Hospital, CHC, PHC and HSC and their equivalent health institutions (both public and private). 
The rationalised formats were then e-enabled in the HMIS web portal that was developed by 
MoHEW in collaboration with a solution provider, namely, M/s Vayam Technologies Ltd. 
(formerly "iBilt Technologies Ltd."), selected through a tendering process. The web application 


would also be maintained by the solution provider. 


The HMIS application has been developed using ASP Dot Net in the front end which facilitates 


its access through common web browsers. The application’s analytical power is provided by a 
data warehousing engine (SAS Technologies). The web portal has been hosted in the data 
centre of the National Informatics Centre (NIC) in New Delhi. The hardware powering this web 
portal consists of state of the art blade servers along with high bandwidth internet connectivity 
being provided by NIC/NICSI. This ensures lower down time of the application while a large 
number of HMIS users are logged in. To quantify, on an average, there have been over 5000 


page views on this portal on a daily basis and users from 31 countries have also visited the 


portal. 


The MoHFW initially rolled out the HMIS up to the District Level and as it stabilises, the 
application will be expanded to the Sub District/Block level. The disaster recovery site is being 


configured at NIC Hyderabad as per established protocols. 


The salient features of the HMIS web portal are: 


Web-based Data capturing system 

Easy interface and navigation 

Dispensing with paper forms 

Workflow similar to physical reporting system — draft and committed 
Entry at District level to begin with 

Includes District Level FMRs 

Both online and offline modes of entry 

Facility based data capturing 

Automatic aggregation 

Key indicators to be generated for local level use 
Intelligent analysis for use at all levels 

Standard and Custom Reports 

Modular, expandable, scalable 

e Ever evolving based on feedback from users 


Apart from the physical performance, the web portal also includes the Financial Monitoring 
Report from District level upwards, which allows the districts and States to enter their FMRs on 
a quarterly basis. The HMIS web portal users can generate Standard Reports for routine 


monitoring based and also to facilitate State / District level users in analysis for initiating local 
action. es 


bids HMIS is not just a data capturing and reporting tool. This portal is being evolved 
Information Dissemination” media for all health related information This Sa 


various stakeholders like public health personnel ao 


academicians and public at large to 
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encourage debate and promote informed decision making in fine tuning health related Policy 
Initiative. The reports emanating from the data committed by the States will be available in the 
public domain. The authorised users have a provision for logging on to the portal and 
generating reports based on provisional data as well. The web portal has a “Notifications” 
section which contains important letters and instructions sent to the States regarding 
Monitoring and Evaluation activities. 


The MIS for the National Health Programmes would be amalgamated with the HMIS portal 
interface. This will facilitate the district users in having a single point of data entry for these 
programmes and for generating their reports. 


The valuable feedback and the active Participation and co-operation of the various Stake 
holders in the Ministry, State Governments, Development Partners, District and Sub District 
Users and Researchers has been instrumental in enhancing the features of the portal. The 
MoHFW is committed to continuously enhancing the portal’s functionality and features to 
encourage all stake holders to dialogue and debate through a common platform in the public 
domain. It is envisioned to be a Gateway to all public health related information for the 
country. 


C. HMIS Indicators 


Conventionally, information flows from various Health Institutions and gets aggregated at 
various levels like the Block, District Headquarters, State Headquarters and finally at the 
national level. Each level of data aggregation leads to delays in the flow of information and as a 
result of which critical reports and analysis gets delayed. This information needs to be 
processed quickly and automatically in order to generate indicators to analyse the relative 
performance for the various health interventions. It was also observed that a large amount of 
time was spent on aggregating data for preparing the reports which could have been utilised for 
more productive activities including analysis and sending feedback. The web enabled HMIS is a 


step in this direction where data aggregation and analysis is automated. 


As such any health information remains incomplete unless it is compared with socio- 
demographic information and thus a hierarchy of indicators needs to be evolved to ensure that 
they are relevant for the level where action is to be taken. Information on the population and 
its dynamics come from various sources like census and sample surveys, primarily undertaken 
by the Registrar General of India and leading research institutions like the International Institute 


for Population Sciences, Mumbai. 


oP ate 


2. ANALYSIS OF HMIS DATA 


ting captured on the HMIS portal provides an exciting opportunity 
host of health parameters. This data can be 
used to look at the country level status, state-wise comparison of performance, and also trends 
over time. States can further analyse district-level and facility-level trends to identify the 


performance of the districts and blocks and take appropriate action. The analysis presented 
f others that can be generated through the HMIS 


The wealth of information get 
for analysing the current status and trends on a 


below is only for a few indicators from a host o 


portal’. 


The National Rural Health Mission has categorised the States in the following categories on the 
basis of their health indicators and focus of the Mission. The State have thus been categorised 


as: 


Arunachal Pradesh (ArP), Assam (AS), Manipur 
(MN), Meghalaya (MG), Mizoram (M2), 
Nagaland (NG), Sikkim (SK), Tripura (TR) 
Bihar (BH), Chhattisgarh (CG), Himachal 
Pradesh (HP), Jammu & Kashmir (JK), 
Jharkhand (JH), Madhya Pradesh (MP), Orissa 
(OR), Rajasthan (RJ), Uttar Pradesh (UP), 
Uttarakhand (UK), 

Andhra Pradesh (AP), Goa (GO), Gujarat (GJ), 
Haryana (HR), Karnataka (KN), Maharashtra 
(MH), Punjab (PB), Tamil Nadu (TN), West 
Bengal (WB) 
A & N Islands (AN), Chandigarh (CH), Dadra & 
NH (DNH), Daman & Diu (DD), Delhi (DL), 
as (KR), Lakshadweep (LD), Pondicherry 
PD 


High Focus 


Non-North East (10) 


Non-High Focus | Large (9) 


Small and Union 


Territories (8) 


A. Maternal Health 

A.1. Antenatal Care 

A.1.1 First Trimester ANC Registration (out of total ANC registration) 

A esses iit enters the RCH system when she gets herself registered for ANC 
Registration in the first trimester gives an opportunity to screen her for anaemia and other 


health conditions and provide her the first dose of tetanus.|t also increases the likelihood that 
the woman will choose skilled attendance at birth. Registration and ANC in the first trimester is 


The methodology followed and the definition of the indicators measured is provided in An ; 
nex 
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an indirect indicator of availability/access to services and awareness/ health seeking behaviour 
in the context of RCH. 


The national average of women availing ANC in the first trimester in 2008-09 is reported to be 
44%. The High Focus Non North-East States have shown a higher proportion (36%) of ANC 


registered within the first trimester as compared to only 4% in the Non-High Focus large states. 


Proportion of Women Registered in 1st trimester and Women 
Recieved 3 ANC Checkups to Total Women Registerred for ANC 


High Focus-Non HighFocus-NE NonHigh Focus Non High Focus- India 
NE Large Small & UT 


mum Percentage of Women registered within first trimester 
~~ Percentage of Women recieved 3 ANC Checkups 
——— Total number of pregnant women Registered for ANC 


Fig.1. Trends in 1“ trimester ANC registration & 3 ANC checkups: 2008-09 


The range of performance by states varies from 9.2% (HP) to 75.6% (TN). Thirteen states have 
reported more ANC Registration in 1° trimester than the All-India average of 44%. Eight states 
and UTs which have reported more than 50% ANC Registration in 1°‘ trimester are Maharashtra, 
Kerala, Rajasthan, Andhra Pradesh, Karnataka, Gujarat, Andaman & Nicobar Islands and Tamil 
Nadu. State wise performance needs more examination vis-a-vis the various state-level 


interventions including induction of additional ANMs and ASHA’s 


% of Women Registered in 1st Trimester(2008-09) 


Fig.2. State wise First trimester ANC registration: 2008-09 
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A.1.2 Women receiving 3 ANC checkups (of total ANC registered) 


ANC visits are a unique opportunity for early diagnosis and treatment of problems (anaemia, 
abnormal foetal position after 36 weeks, 


vaginal bleeding, pre-eclampsia / eclampsia, infection, 
malnutrition) in the mother and 


abnormal foetal growth or movement, HIV, syphilis, malaria, 
prevention of problems in the newborn. RCH programme envisages a minimum of 3 ANCs by 


ANM or medical officer. Counselling on nutrition and provision of IFA supplementation both for 


prophylaxis and treatment of Anaemia is a part of ANC. 


During 2008-2009, the proportion of pregnant women receiving 3 ANC check-ups was 67% as 
against the first trimester ANC registration of 44% (Figure 1). Thus, several women contact the 
health provider at a later stage of pregnancy (beyond the first trimseter) and remain in contact 


to complete the recommended 3 ANC check-ups. 


There is a variation in performance across states, the range varies from 8.9 % in D&NH to 90% 
in AP. In 15 states, more than 70% of the registered women received 3 ANCs, while 6 states 
have reported more than 80%. Five states are below 30% after excluding the Union Territories 


of Andaman Nicobar islands, Lakshwadweep and Daman & Diu, as their data were incomplete. 


Fig.3. State wise 3 ANC checkups: 2008-09 
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A.2 Delivery Care 
A.2.1 Institutional Delivery 


Institutional delivery is a key RCH strategy. Janani Suraksha Yojana has led to creation of 
enormous demand for institutional delivery. HMIS data for 2008-09 shows the national average 
of institutional deliveries? at 69% of the 14.8 billion reported deliveries. The Non-high focus 
states have exhibited 83% of deliveries conducted at institutions while it is 56% for high focus 
(non-North East) states. 


Fig.4. Trends in Institutional Deliveries, 2008-09 


The range of performance reported by states varies from 18.3% in Jharkhand to 100% in 
Puducherry, Lakshadweep and Daman & Diu. Four states (Jharkhand, Chhattisgarh, Uttar 
Pradesh and Meghalaya) have reported less than 40% institutional delivery. Thirteen states 
and UTs which have reported more than 80% coverage are Puducherry,Tamil Nadu, Karnataka, 
Arunachal Pradesh, Andhra Pradesh, Delhi, Dadra & Nagar Haveli, A&N Isles, Lakshadweep, 
Daman & Diu, MP, Maharashtra and Gujarat. 


ee : conta InEHat iveri includin 
2 Measured as deliveries in public and accredited private institutions upon total deliveries reported (in g 


the above and home deliveries). 
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Fig.5. State wise Institutional Deliveries Percentage: 2008-09 


A.2.2 Safe Deliveries 


Apart from the institutional deliveries, many births take place in homes with the assistance of 
skilled birth attendants. All the deliveries conducted by skilled birth attendants either at an 


institution or at home are considerd safe delivery. 


The national average reported is 84% with the highest proportion being reported from Union 
Territories (95%), followed by High focus NE (92%). 


Fig.6. Trends in Safe Deliveries, 2008-09 


The range of performance reported by states varies from 8.3% in Chandigarh to 100% in 
Puducherry, Daman & Diu and Lakshadweep. Three states have reported less than 45% safe 
delivery (Goa, Chandigarh and Meghalaya). Eighteen states and UTs have reported more than 
84% safe delivery. States and UTs which have reported more than 95% safe delivery are 
Puducherry, Tamil Nadu, Karnataka, Arunachal Pradesh, Daman & Diu, Lakshadweep and AP. 
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Fig.7. State wise Safe Deliveries: 2008-09 


A.2.3 48 hours stay post delivery (at public institutions) 


An estimated 60% deaths occur in the post-partum period with majority of complications 
arising within the first 48 hours. RCH programme envisages that a woman delivering in an 
institution would stay at least 48 hours for the health service providers to monitor her recovery. 


The all india reported figure for 48 hour stay post delivery in public institutions for the year 
2008-09 is 76.5% with High Focus North East States reporting an impressive 92.7% followed by 
Non-High Focus large states (82.7%). 


Proportion of Women discharged from Institutions after 48 hours of 
delivery (2008-09) 


High Focus~- Non HighFocus-NE NonHighFocus Non High Focus- India 
NE Large Small & UT 


Fig.8. Trends in 48 hours stay post delivery in public institutions, 2008-09 


The range of performance reported by states varies from 16.7 % in Haryana to 100% in Gujarat, 
A&N Isles, Karnataka, Lakshadweep and Daman & Diu. Haryana, Bihar and Uttarakhand are 
poor performing states with less than 40% women staying for 48 hours post delivery. Nineten 


states and UTs have reported more than 80% stay post delivery. The information from Uttar 


Pradesh needs to be re-checked. 
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Fig.9. State Trends in 48 hours stay post delivery in public institutions, 2008-09 


A two-day stay at the health facility post delivery also provides an opportunity for neonatal care 
and post partum contraception. A ratio of the newborns breastfed within one hour of birth and 
the number of women staying at least 48 hours in public institutions post delivery is about 2/3, 
showing that at least 1/3 of the women delivering in public institutions did not breastfeed the 


new born within 1 hour of delivery. 


A.3 Postnatal Care 
A.3.1 PNC check-up within 48 hours of delivery 


Postnatal care immediately after birth is very crucial (especially in home deliveries) to identify 
any complications which can lead to infant mortality. As per SRS 2007 early neonatal mortality 
rate (infant deaths within one week of life per 1000 live births) of India is 29 per 1000 live 
births. Therefore focus on quality PNC care is important. 


The national average of women recieving PNC care within 48 hours after delivery’ in 2008-09 is 
reported to be 48 %. Non-High Focus Large states have reported better PNC care (52.1%) 
compared to All India, followed by Union Territories (49.4%). The North East and High focus 
Non-North East states have shown a lower proportion than All India at 30.1% and 45.7% 
respectively. 


* Out of total deliveries reported 
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Fig.10. Trends in PNC checkups, 2008-09 


The range of performance by states varies from 0.2% (TN) to 93.3% (Sikkim)*. Five states (AP, 
Gujarat, Haryana, Orissa & Sikkim) have reported more than 70% coverage for PNC care within 
48 hours of delivery. Fourteen states have reported less than 30% coverage. 


Women receiving PNC check-up within 48 hours (% to total 


Se i ee 8 | ae Tih 
» oll ta EE ITT PT PT 
SUAAGeGapeadoneccevonnaguregersnesage 


Fig.11. State Trends in PNC checkups, 2008-09 


A.4 RTI/ STI Services 


Sexually transmitted infections (STIs) adversely impacts reproductive health of people. As per 
the STI prevalence study (2003), over 5 percent of adult population in the country suffers from 


STls and most regions of country show relatively high levels of STIs. 


i 


4 Andam & Nicobar, Chandigarh, Daman& Diu, Go 
account. 
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a, Kerala and Lakshadweep have not been taken in 


but their consequences are more severe 


diagnosed and untreated, and when 
m STIs poses 


RTis including STIs affect both men and women, 
amongst women than men. These infections often go un 
left untreated lead to several complications. Pelvic inflammatory disease arising fro 
a public health issue and affects the reproductive health of untreated women. 

males among the new RTI/ STI cases where treatment was initiated is 


The proportion of fe 
f females (75.9%) having initiated treatment for 


67.2%. The Union Territories show a high rate 0 
RTI/STI followed by 68.6% in the High Focus Non-North East. 


Fig.12. Trends in RTI/ STI partner management, 2008-09 


Data oo by states shows only 10 states (Andhra Pradesh, Arunachal Pradesh, Assam 
a al Dadra & Nagar Haveli, Karnataka, Manipur, Nagaland, Tripura and Uttar Pradesh) 
with proportion less than 60%. 


SRELESSESALTESKTESSETGGELSLePeEESESE 


Fig.13. State wise RTI/ STI partner management, 2008-09 


A. 4.2 Wet mount microscopy 


Management of RTI/ STI includes laboratory diagnosis as an integral component. Syndromic 
management of RTI/STI may be undertaken where basic laboratory facilities are not available. 


Wet mount microscopy is recommended for diagnosis of the common conditions observed in 
women in rural areas. 


HMIS data for 2008-09 shows that on an All India level 3.1 wet mount examinations were done 
for every 100 new female RTI/ STI cases for whom treatment was initiated. The Non High Focus 


Large States have a rate of 3.5 wet mount tests per 100 new female RTI/STI cases whereas 
Union Territories show 0.5 wet mount tests conducted. 


Fig.14. Trends in wet mount test conducted, 2008-09 


State-wise data shows a range where 16 states have reported that they are conducting less 
than 3 wet mounts tests per 100 new RTI/STI female cases and eight states have reported more 
than the 4 wet mount tests conducted (Chhattisgarh, Arunachal Pradesh, Orissa, Mizoram, 
Puducherry, Andhra Pradesh, Uttar Pradesh and Karnataka). 


it testing in acphicihaag fe oh 24 Ses EE ree 


initiated- HMIS 21 


errs ares er 


Seezuzesegz 


Fig.15. Statewise Wet mount tests in new female RTI/ STI cases for which treatment was initiated, 2008-09 
ig.15. 
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level data and correlate this with RTI/ STI training, 


States need to analyse district and facility 
besides ensuring data reporting/ validity. 


B. CHILD HEALTH 
B.1 Breast Feeding Practices 


B.1.1 Early Initiation of Breast Feeding 


k of neonatal mortality. Evidence shows that 
babies below one month in developing 
da close bonding between mother and 


Early initiation of breastfeeding decreases the ris 
early initiation can prevent 22% of all deaths among 


countries. Early initiation helps to establish feeding an 
child. The first milk, “colostrum” is the most suitable food for the infant during this early period 


because it contains a high concentration of protein and other nutrients and is also rich in anti- 


infective factors which protect the infant against respiratory infections and diarrhoeal diseases. 


The national average of the proportion of newborn breastfed within one hour of birth in 2008- 
09 is 26.7%. The High Focus North East states reported 6.4% compared to 30.1% reported from 


Union Territories. 


Fig.16. Trends in Early Initiation of Breastfeeding, 2008-09 


While Gujarat, Haryana, Dadra & Nagar Haveli, Andhra Pradesh & Uttar Pradesh have reported 
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% Early Initiation of Breast Feeding in Institutional Deliveries (2008-09) 


a | 1 ie ee 
Si | i . 2 
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Fig.17. State wise Early initiation of breastfeeding, 2008-09 


B.1.2 Comparison with DLHS data 


Proportion of new born breastfed within one hour of birth in the country was reported to be 
40.2% as per the DLHS-3 provisional national level data while it is 26.3% as per the HMIS data. 
Percentages vary in several states on comparison of HMIS with DLHS-3 data. For example, as 
per HMIS data, early initiation of breast feeding in the state of Puducherry is 14.6% and in 
Orissa is 11.4% whereas as per DLHS-3 data the figures are as 69.4% and 63.2% respectively. 


B.1.3 Comparison of Institutional Deliveries with Early Initiation of Breast Feeding 


With the policy emphasis on institutional deliveries and with increasing number of Indian 
women delivering at institutions, the immediate support ensuring early initiation becomes 
critical. This is especially true when studies suggest that delayed breastfeeding initiation 
increases the risk of neonatal mortality, by making newborns more susceptible to infection. 
These findings suggest that by ensuring only one action of early initiation of breastfeeding we 


can save the lives of newborns. 
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Fig.18. Early Initiation of Breastfeeding and Institutional Deliveries, 2008-09 


The Non High Focus Large States have reported 44% early initiation of breastfeeding in 
institutional deliveries whereas High Focus North East states have reported 6.6%. 


% Early Initiation of Breast Feeding in Institutional Deliveries (2008-09) 


i 
ZT2ELETL TRS SSSSXTSSISSS SSE LSSSRREESES 


teers Sh Ran in eA Shh aie aiseio 


Fig.19. State wise comparison of Early initiation of breastfeeding in Institutional Deliveries, 2008-09 


States of Tamil Nadu, Rajasthan, Assam, Kerala, Maharashtra & Madhya Pradesh exhibit very 
low rates of early initiation of breast feeding when compared with the reported institutional 
deliveries in the state. Andhra Pradesh, Dadra Nagar and Haveli, Uttar Pradesh, Haryana 


Chhattisgarh and Gujarat have reported a higher rate of early initiation of breast feeding as 
compared to the institutional deliveries reported. 
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B.2 Low birth weight (newborns having weight less than 2.5 kg) 


The birth weight of an infant is an important determinant of its chances of survival, healthy 
growth and development. Infants born with low birth weight (less than 2500 grams) suffer from 
extremely high rates of morbidity and mortality from infectious disease and are underweight, 
stunted or wasted beginning in the neonatal period through childhood. Prematurity (born 
before 37 weeks of gestation) and intrauterine growth retardation are the two main causes of 
low birth weight. In India, majority of cases can be attributed to foetal growth retardation. Low- 
birth-weight babies account for more than two-thirds of neonatal deaths and are one of the 
major causes of high infant mortality. Proportion of new born weighed having weight less than 
2.5 kg / Low birth weight rate is an important indicator of the health & nutritional status of the 
mother and indirectly impacts on mortality of the neonate/infant. 


% Low Birth Weight (2008-09) 
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Fig.20. Trends in Low Birth Weight Rate: All India and high focus states, 2008-09 


The national average low birth weight rate in 2008-09 is 20.8%. The High Focus Non North East 
states have reported 24.7% whereas the High Focus North East States have reported 12.7%. 
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% Low Birth Weight (2008-09) 
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Fig.21. State wise Low Birth Weight Rate: 2008-09 


it has been observed that Manipur, Sikkim, Rajasthan, Karnataka, Andhra Pradesh, Himachal 
Pradesh and Tamil Nadu have reported less than 10% low birth weight rates, while the states of 
Maharashtra and Orissa have reported LBW rates as high as 59.4% and 71.3% respectively. 


Significant risk factors in occurrence of LBW are maternal malnutrition and anaemia. LBW rates 
are closely linked with high utilization of quality antenatal care (ANC) services. For instance the 
low birth weight rate in Orissa is high at 71.3% while the percentage of women receiving 3 
antenatal checkups in the state is also high at 86.6% as reported in HMIS. The low birth weight 
rate in Maharashtra is high at 59.4% while the percent of women receiving 3 antenatal 


checkups in the state is quite high at 73% as reported in HMIS. 


C. IMMUNISATION 
C.1 Dropout rate between BCG & Measles 


As per the National Immunization Schedule, an infant should receive BCG vaccine at birth and 
measles vaccine after completion of 9 months. A fully immunized infant is one who has received 
BCG, three doses of DPT, three doses of OPV and Measles before one year of age. Dropout rate 
between BCG and Measles is an important indicator of the coverage of Routine Immunization 
services and completion of primary immunization schedule. 


The national average dropout between BCG and measles in 2008-09 is 8.9%. The Union 
Territories have reported a high dropout rate of 31.6%, followed by North East States at 18.4 % 
. o. 


The High Focus Non-North East states and Non High Focus Large states have reported 8 % and 
9% respectively. 
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Fig.22. Trends in Drop out between BCG and Measles 2008-09 


Seventeen states have a lower dropout rate as compared to the country average. Puducherry 
has reported a dropout rate as high as 64.8% while 17 states have reported a dropout rate of 


more than 10%. 


% Drop Out Between BCG And Measles (2008-09) 


Fig.23. State wise Drop out between BCG and Measles, 2008-09 
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D. FAMILY PLANNING 


D.1 Performance in Family Planning service 


The declining trend seen in family planning method use, including sterilisations, during 2005-07, 


became positive during 2007-08 due to a greater focus on family planning as well as revision in 


the compensation scheme. The HMIS data shows a 
2008-09 as compared to 2007-08 and this could probably be due to a change in the reporting 


decline in Sterilisation performance for 


system and incomplete reporting by the states. 


y Planning services in India, 2005-06 to 2008-09 


Female 
Achievement | Y-o-Y | Achievement Y-0-Y Achievement Y-o-Y Achieveme Y-o-Y 
(in 000) (%) (in 000) (%) (%) nt (in 000) (%) 
SP 
15.0% | 5108 
11.1% | 5891 


2008-09 | 4993 | -6.9% 6.0% 5283 6.2% | 5895 


Table 1: Comparison of annual performance in Famil 


-17.0% 
13.3% 
0.1% 


D.2 Method specific performance in Family Planning Services: 


D.2.1 Sterilsation 


On an average, during 2008-09, female sterilisation was 94.5% of the total sterilisation (5.2 
million). The Union Territories have reported a high male sterilisation rate of 14.7%. The Non- 
High Focus Large States reported the maximum number of sterilisation at 3.2 million of which 
95% were Female sterilisation. 
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Fig.24. Sterilisation Performance, 2008-09 


The statewise performance reveals that the proportion of Male sterlisation (NSV) to total 
sterlisation is more than 20% in states like Delhi, Manipur and Sikkim. Infact, in Sikkim, the male 


sterlisation exceeds the female sterlisation figures. 
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Fig.25. State wise Male Sterilisation Performance, 2008-09 


D.2.2 IUCD Insertions 


The number of IUD insertions has marginally risen to 5.9 million during 2008-2009 as 
compared to 2007-2008. The maximum contribution is from High Focus Non North East states 


followed by Non High Focus Large states. 


23|Page 


IUD Insertions 


6,000 


4,000 


Thousands 


High High NonHigh NonHigh India 
Focus- Non Focus-NE FocusLarge § Focus- . 
NE Small & UT | 


Fig. 26. Performance in \UCD Insertions, 2008-09 


A review of the statewise performance for IUD Insertions shows that the state of Uttar Pradesh 
has reported the maximum number of IUD insertions (over 1.3 million) as compared to the All 
india total of 5.9 million IUD insertions. This was followed by Madhya Pradesh, Gujarat, 
Haryana, Maharastra and Andhra Pradesh. This information needs to be viewed with the overall 


need assessed for the States. 


IUD Insertions - All (2008-2009) 


Fig.27. State Wise Performance in IUCD Insertions (All), 2008-09 
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E. Sex ratio at birth 


Sex ratio is defined as “the number of females per thousand males”. One of the basic 
demographic characteristics of the population is the sex composition. The sex composition of 
the population is affected by the differentials in mortality conditions of males and females, sex 
selective migration and sex ratio at birth. The sex ratio in India has generally been adverse to 


women i.e. the number of women per 1000 men has generally been less than 1000. Sex ratio 
has also declined over the decades. 


The national average sex ratio at birth as reported by the States in HMIS during 2008-09 is 918 
females per thousand males. The High Focus North East and Non High Focus Large States 
exhibit sex ratios at 936 and 924 respectively which are higher than the national average. 
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Fig. 28. Sex ratio at birth, 2008-09 
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8. The states 
The sex ratio at birth for fifteen states are above the national average of 91 


; sho d 
e females than males at birth are West Bengal, Orissa, Meghalaya, Sikkim an 


pees Jharkhand, Goa, Uttar Pradesh, Haryana, 


ihar, Chhattisgarh, 
Madhya Pradesh. Ten states (Bihar, : ig: 
Himachal Pradesh, Maharastra, Gujarat and Tripura) have reported sex hes at birth belo : 
tate with the lowest sex ratio at birth is Bihar at 797 followe 


thousand males. The s , | 
ae h has reported the highest sex ratio at birth 


by Chhattisgarh at 806. The state of Madhya Prades 
at 1017. 


Fig. 29. State wise Sex ratio at birth: 2008-09 


F.SERVICE DELIVERY 
F.1 Immunisation sessions 


Around 20% of the planned immunisation sessions were held during 2008-09 at the national 
level. Although most of the states have reported very high acheivement in holding the 
immunisations that were planned, a large number of sessions were reported to have been 
planned in the High Focus Non North East states but not reported as Held. This has impacted 
the national level performance. 
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Fig. 30. Trends in Planned immunisation session held, 2008-09 


The statewise comparision of Immunisation sessions planned v/s held for 2008-2009 shows that 
18 states have reported above 90% acheivement of which 4 states (Chhattisgarh, Meghalaya, 
Mizoram and Nagaland) reported more than 100%. Chandigarh, Madhya Pradesh, Arunachal 
Pradesh and Rajasthan reported less than 70% acheivement. 


Fig. 31. State wise Planned immunisation session held, 2008-09 
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F.2 ASHA presence at immunisation sessions 


unisation sessions in high-focus states is more than the All India 


The presence of ASHA at imm 
figure of 45%. 


Fig. 32. Trends in ASHA presence at immunisation session, 2008-09 


In the statewise comparision of the ASHAs presence at the Immunisation Sessions, it is 
observed that three states (Andhra Pradesh, Assam and Tripura) reported above 80% sessions 
where ASHAs were present at the immunisation sessions. The state of Jammu & Kashmir has 
reported an abnormally high number of sessions where ASHAs were present and the data needs 


to be rechecked. 


Fig. 33. Statewise ASHA presence at immunisation session, 2008-09 
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F.3 Referral Transport 


As per the data reported by the States, the All India usage of ambulance services is 51.4%. It 


was observed that Union Territories reported a high usage of the referral transport for 
transporting patients. 


Fig. 34. Trends in Use of ambulance services, 2008-09 


The statewise data for the use of Ambulance Services for transporting patients shows that 
Puducherry has reported the highest usage followed by Dadra & Nagar Haveli, Delhi and Orissa. 


Fig. 35. Statewise Use of ambulance services, 2008-09 
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F.4 Children provided with free glasses out of those detected with refractive 


errors 


Blindness is a major public health problem in india. Uncorrected refractive errors, primarily in 


school children is the second most important cause of blindness. Implementation of the 
lindness (NPCB) was decentralized in 1994-95 with 


(DBCS). One of the important functions of DBCS 
n of refractive errors and other eye 
done by school teachers. 


National Programme for Control of B 
formation of District Blindness Contro! Society 


is to organise screening of school children for detectio 


problems and provide free glasses to poor children; screening is 


HMIS data shows that 22% of the children detected with refractive errors were provided free 


glasses. The maximum number of school children were screened in High Focus Non North East 


and Non High Focus Large states. 


Fig. 36. Proportion of Children 
provided with fre : : 
errors (2008-09) e glass to the number of Children detected with refractive 
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The statewise analysis of the children screened for refractive errors was low except in the states 
of Andhra Pradesh and Uttar Pradesh which both combined account for 50% of the total 
children screened. When the children screened in Bihar, Jharkhand and Tamil Nadu are also 
combined with these two states, it accounts for over 80% of the children screened. Thus the 


individual state’s performance needs to be seen vis-a-vis the total number of children screened 
in that state. 


Fig. 37. State wise proportion of Children provided with free glass to the number of Children detected with 
refractive errors (2008-09) 


G. NRHM INITIATIVES — Based on NRHM Division Reports 


G.1 Rogi Kalyan Samitis (RKS) 


Total of 28703 RKSs have been registered so far in the country. Distribution of these 
RKSs is given below: 
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s reported to be in the country 566 RKSs (100.2%) have been 
CHCs are having registered RKS. This high % needs to be 
id be that newly added facilities have not been updated in 


Out of 565 district hospital 
registered and similarly 103.8% 


investigated and possible reason Cou 


the base reports: 


Fig. 39. % of different facility levels that have registered Rogi Kalyan Samitis - April 2009 (number of 
facilities as per RHS 2007) 


Except Kerala and Delhi all other states/UTs have reported 100% DHs having registered RKS. 4 
states have reported more than 100% RKSs registered and Karnataka has shown 153% of DHs 
having RKSs. Similarly for CHCs there are number of states which have reported more than 
100% registration of RKSs (e.g. Kerala-229%, Uttarakhand-112%, Punjab-117%, Tripura-110% 
etc). Goa has the lowest % of CHCs (only 60%) having registered RKS. 9 states/ UTs have RKSs in 
less than 50% of the PHCs; another 9 have reported more than 100%. These figures need to be 
investigated state wise: 


=DH =CHCs = PHCs 
Fig. 40. % of Rogi Kalyan Samitis registered at different levels of facilities - April 2009 (number of facilities 
as per RHS 2007) 
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G.2 ASHA 


6.96 lakhs ASHAs have been recruited so far; however, out of these 4.6 lakhs (66.1%) ASHAs are 
having drug kits: 


Number of ASHAs Selected & Positioned with Drug Kit 
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Number in thousands 


2005-06 2006-07 2007-08 Number of 
ASHAs with 
drug kits 
Fig. 41. Annual trends in No. of ASHAs recruited, and current status of no. of ASHAs with drug kits - April 
2009 


Out of 6.96 lakhs ASHAs recruited so far, only 5.79 lakhs (83.2%) have been given 1°° module 
training, 3.78 lakhs (54.3%) 2"° module, 3.53 lakhs (50.7%) 3 module, 3.19 lakhs (45.8%) 4" 
module and 11,000 (1.6%) in 5'" module: 


Number of ASHAs Received Training 
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Fig. 42. No.of ASHAs that have received in different trainiing modules - April 2009 
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3. HMIS CHALLENGES 
cbunaniethaieet 


out of any Health Management Information System (HMIS) in any 
country and more so ina diverse country as India, is the how useful the data and management 
information reports are perceived by various states and stakeholders for better Pesreninee 
implementation and monitoring. It should not be seen as just another reporting requirement, 
but as a tool for identifying areas for corrective action for strengthening the programme. Some 
of the data inconsistencies highlighted in the previous section point to a need for greater 


The key challenge in the roll- 


efforts. 


A. Data Quality / Validity 


In several indicators, the data increases in the last quarter and in many Cases, in the last month 
of the financial year i.e. March. Considering the fact that the HMIS application was rolled out in 
October 2008 and States were requested to upload the legacy data from April 2008 onwards, 
there would be reporting challenges which would smoothen out as the States get acclimatised 
to the new reporting system and platform for generating their standard monitoring reports. 


Another issue is that the States are now getting familiar with the significance of entering data 
from the various registers. This can be reinforced by viewing the data entered as indicators over 
time and across regions (State/District) to identify abnormalities in the data. In addition, the 
states also need to compare the HMIS data with data from other sources like household 
surveys, administrative data etc. so that they could be corroborated. 


B. Reporting delays / Data gaps 


As the roll out of the web based HMIS application was preceded by a change in the reporting 
formats, some states mentioned that they required time to change their reporting system and 
registers. Consequently, some of the states have not been able to report on some of the data 
items which have an impact on the performance for the state. A few states have also expressed 
a need for further training and capacity building on the formats as also the web enabled 
system. It is expected that during the year 2009-2010, some of these issues will get resolved. 


C. Comparability with survey data 


Capturing health information from the private sector remains a challenge and the HMIS 
primarily focuses on reporting from the public health system. Thus, a data from the HMIS 


system would not be comparable with the results of the household surveys, which captures 


information from the private sector also. This would improve once the mechanism for 


capturing information from the private sector is institutionalised. 
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D. Systemic Issues 


The States/Districts are regularly uploading data on the HMIS web portal of the 
Ministry. However, some of the challenges observed during this period are listed below: 


Identifying and notifying Nodal Information Officers at various levels 
Data definitional issues on the information to be captured/reported 
¢ IT enabling Districts/Blocks/Health Facilities 

* Reducing redundancy 

° Training at State/District/Sub District Level 

° Using Data validation and quality checks 

e Managing increased user base 

* Increasing information awareness/consciousness using HMIS 


The HMIS has been successfully rolled out up to district level and is now being 
expanded to the sub district level. The States have strengthened their Monitoring and 
Evaluation capabilities by IT enablement majority of the Blocks with computers, 
computer operators and internet connectivity. According to a study conducted by 
World Bank for MoHFW, 80% of the time is utilised in data collection and 20% in data 
analysis and there is a need to leverage ICT to automate routine activities so that the 
quality time of the Health Manager is used for evidence based planning and day to day 
administration. 


A Clearing House has been established in MoHFW to act as a Secretariat for 


streamlining all information flows through the HMIS portal and to reduce redundancies 
across programs. 
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4. HMIS - THE ROAD AHEAD 


A. Instilling confidence - data discipline 


xibility to all users and various checks and mechanisms 


The HMIS portal provides complete fle 
heck and verify data before it is committed on 


have been inbuilt that facilitates users to cross-C 
t the on-line entry stage, incorrect entries that violate validation rules are flagged 


the system. A 
sis of trends, probable outliers can be 


for corrections. Thereafter, based on a statistical analy 
identified by the data manager and cross-checked. The district data manager can prepare his 


district health profile and analyse its performance both as standard reports or customised 
reports. These analytical tools will assist the health managers across the country in better 
appreciation of information and its use for local level management and decision making. 


Thus data discipline and protocols need to be inculcated at all levels in the health reporting 


machinery. 


e The data needs to be captured and reported on time, and provisional reports prepared 
to detect probable outliers. 

e The data is to be constantly checked and verified before committing it in the system. 

e States and stakeholders need to constantly analyse the data and give feedback to the 
data originators. 

° A fortnightly data compilation schedule / release calendar is to be specified for release 
of monthly/ quarterly/ annual reports. 

e The data entered by the nodal person at the state/ district/ block needs to be 
constantly reviewed by the public health managers. 


B. Accelerate pace of training/ capacity building 


Capacity building of personnel is a major challenge. With data being entered at the district level 
and soon to be taken down to the block/ facility level, the total training load is immense: 


Training modules are to be finalised for each level, including standard definitions on 


indicators and what is to be captured/measured for each data field and penetrated to 
the lowest data capturing/reporting functionary. 


Training capacity needs to be enhanced, including identifying institutions / resource 
persons for engaging in training at sub-district levels on a regular basis. 

The health programme managers at all levels need to be acquainted with the power 
and features of the HMIS Portal to assist in their day to day administration 


The above steps would go a long way in increasing ownership of data and its flow in the system 
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C. Expansion of Monitoring activities through ICT 


The HMIS activities and functionalities on the portal are being continuously enhanced based on 
the feedback received from its large number of users. As the district level reporting attains 
Stabilisation, data capturing at the sub-district level is being rolled out where the challenges will 
have a new dimension. The cooperation and drive of the States in this expansion would be 
necessary in capacity building both for human resources and for computing facilities. The HMIS 
portal would soon be integrated with advanced Geographical Information System (GIS) 
Capabilities so that policy makers can make more complex decisions. Various opportunities like 
integration with mobile technology and electronic health records would also be explored and 
exploited in the near future. Integration of the MIS activities across other National Health 
Programmes is also planned during the year. In view of the increased user base, establishing 
a Call centre is being explored with a toll free helpline accessible across the country for 
the HMIS users. The users at any level will be able to call this number and get answers 
not only on the usage of the web portal but also on the formats. The States will also 
need to strengthen their respective HMIS cells by augmenting their manpower and 
technical resources. Participation of States/UTs shall be very critical towards successful 
running of HMIS activities and utilisation of data. 
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5. KEY HEALTH PROGRAMMES 
i 


The HMIS is and will remain to be a continuously evolving platform for empowering citizens and 
stakeholders. The following paragraphs describe the progress of key health programmes and 
interventions. The following analysis is presented based on the information provided by the 


various divisions in MoHFW. 
A. JANANI SURAKSHA YOJANA (JSY) 


JSY is a safe motherhood intervention under the National Rural Health Mission (NRHM) being 
implemented with the objective of reducing maternal and neo-natal mortality by promoting 
institutional delivery among the poor pregnant women. JSY is a 100 % centrally sponsored 
scheme and it integrates cash assistance with delivery and post-delivery care. The scheme 
focuses on the poor pregnant woman with special dispensation for states having low 
institutional delivery rates namely the states of Uttar Pradesh, Uttaranchal, Bihar, Jharkhand, 
Madhya Pradesh, Chhattisgarh, Assam, Rajasthan, Orissa and Jammu and Kashmir. Each 
beneficiary registered under this Yojana should have a JSY card along with a MCH card. 
ASHA/AWW/ any other identified link worker under the overall supervision of the ANM and the 
MO, PHC should mandatorily prepare a micro-birth plan. This helps in monitoring Antenatal 
Check-ups, and the post delivery care. With nearly 83.78 lakh beneficiaries in 2008-09, JSY has 
seen a sharp off take in the country, up from 7.39 lakhs, 31.58 lakhs and 73.29 lakh 
beneficiaries in 2005-06, 2006-07 and 2007-08 respectively. 


Under the JSY Scheme Institutional deliveries have substantially increased, and there has been a 
shift in institutional deliveries from district hospitals/DHs to CHCs and PHCs (accounting for 
>70%), thus easing the load on the DHs. There has been an increased utilization of ANC services 
which also led to high coverage of Post natal care, zero dose polio, BCG. However, the minimum 


two day stay post delivery is not adequately ensured and there are delays in payments to 
beneficiaries. 


Another key challenge for the JSY programme is that the full potential of JSY in terms of 
provision of essential new born care and post partum family planning counselling is yet to be 
realised. Several steps are being undertaken to strengthen JSY implementation and monitoring 
like Payment prior to discharge through bearer cheque, Monitoring of JSY/ verification of 
beneficiaries by officials at different levels, Public disclosure of beneficiaries at the facility, and 
setting up of grievance redressal mechanism for JSY. The Two days stay after delivery is to be 
further promoted and essential newborn care and post partum counselling is to be focused 
upon in high volume facilities. Other interventions conceived are improved monitoring of 
Quality of deliveries at public health facilities and at accredited private sector facilities. By the 


end of 2007-08, 3154 private facilities across the country have been accredited to provide 
antenatal care and delivery services under JSY. 
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B. National Leprosy Eradication Programme (NLEP) 


The National Leprosy Control Programme was launched by the Govt. of India in 1955. Multi 
Drug Therapy (MDT) came into wide use from 1982 and the National Leprosy Eradication 
Programme was launched in 1983. Since then, remarkable progress has been achieved in 
reducing the disease burden. India achieved the goal of elimination of leprosy as a public health 
problem, defined as less than 1 case per 10,000 population, at the National level in the month 
of December 2005 as set by the National Health Policy, 2002. The National Leprosy Eradication 
Programme is 100% centrally sponsored scheme. MDT is supplied free of cost by WHO. 


The major programme components includes Decentralized integrated leprosy services through 
General Health Care System, Training in leprosy to all General Health Services functionaries, 
Intensified Information, Education & Communication (IEC), Renewed emphasis on Prevention of 
Disability and Medical Rehabilitation & Monitoring and supervision. 32 states/UTs have 
achieved leprosy elimination status. At the end of March 2009, there were 86,331 leprosy cases 
under treatment. During 2008-09, The Annual New Case Detection Rate was 11.19 per 100,000 
population. During the year, 2960 reconstructive surgeries were conducted on leprosy affected 
persons for correction of their deformities 


More emphasis is given to Prevention of Disability and Medical Rehabilitation of leprosy 
affected persons. Under disability prevention, diagnosis and treatment of cases with lepra 
reaction, relapse and insensitive hands & feet is done at PHC. Dressing materials and supportive 
medicines are provided to leprosy affected persons with ulcers and wounds. Micro-cellular 
rubber (MCR) footwear are supplied to all needy persons to protect their insensitive feet. A 
scheme to involve ASHA was drawn up to bring out leprosy cases from their villages for 
diagnosis at PHC and follow up cases for treatment completion. 


B.1 NLEP Performance during 2008-09 


The year 2008-09 started with 0.87 lakh leprosy cases on hand as on 1st April 2008, with PR 
0.74/10,000. Till then 29 States/ UTs had attained the level of leprosy elimination .482 districts 
(78.5%) out of total 614 districts also achieved elimination by March 2008. 394(62.54%) districts 
out of total 630, have ANCDR < 10 per 100,000 population and 77 districts have ANCDR > 
20/100,000. Only 4 districts with ANCDR > 50/100,000 population are in Chhattisgarh (3) and 
Gujarat (1). 
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Fig. 43. NLEP Performance during 2008-09 


Out of the total 1.30 lakh new cases deleted from records, a total of 1.21 lakh (92.7%) 
completed their treatment within the specified period and were released from treatment (RFT) 
as cured during 2008-09. 


B.2 NLEP — the road ahead 


Guidelines on Community Based Rehabilitation (CBR) were issued to the States who were 
requested to take measures so that Rehabilitation of people affected by Leprosy can be 
integrated into General CBR programmes in the state. In Leprosy endemic areas where only 
Leprosy related programme is available, these programmes are encouraged to introduce CBR 
strategies and to open up their services to people with other disabilities. There are about 617 
Leprosy colonies in the country and the States have started providing medical services to the 
inmates of these colonies. At some places NGOs also provide regular medical services in the 
colonies run by them. States also facilitate the persons affected by Leprosy to receive Disability 
certificate to enable them to get the facilities available under schemes of the Social welfare 
department. Ministry of Health & F.W. as the nodal agency has taken up the issues of Acts and 
Laws discriminatory to the persons affected by Leprosy with other Ministries viz., Finance, Law, 
Social Welfare, Railways, Surface transport, Child and Women Welfare etc. These Acts and Laws 


are being modified or repealed, which will help the persons affected by Leprosy live a dignified 
life. 


C. Revised National TB Control Programme (RNTCP) 


The Revised National TB Control Programme (RNTCP), based on the_ internationally 
recommended Directly Observed Treatment Short-course (DOTS) strategy, was launched in 
1997 expanded across the country in a phased manner with support from World Bank and 
other development partners. Full nationwide coverage was achieved in March 2006 covering 
over a billion population (1114 million) in 632 districts / reporting units. In terms of treatment 
of patients, RNTCP is the largest and the fastest expanding programme in the world. 


The Goal of the programme is to decrease mortality and morbidity due to TB and cut 
transmission of infection until TB ceases to be a major public health problem in India. The main 
objectives of the programme is to achieve and maintain cure rate of at least 85% among New 
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Sputum Positive patients, to achieve and maintain case detection of at least 70% of the 
estimated NSP cases in the community. 


aes Performance of RNTCP 


India is the highest TB burden country in the world, accounting for nearly one-fifth of the 
global incidence. In 2007, out of the global annual incidence of 9.23 million TB cases, 1.96 


million were estimated to have occurred in India, of whom 0.8 million were infectious 
cases. 


e In 1999, the Indian expansion of RNTCP accounted for 1/3 and in 2000 and 2001 for over 
1/2 of the global increase in DOTS coverage. In 2005 alone, 1.29 million TB patients were 
initiated on treatment. In 2006, 1.39 million and in 2007, 1.48 million patients have been 
enrolled for treatment. In 2008 over 1.51 million patients have been initiated on treatment. 


e India has contributed to approximately 24% of the total global new cases detection during 
the year 2007 as per the WHO Global Report 2009. 


e Treatment success rates have tripled from 25% to 86%. TB death rates have been cut 7-fold 
from 29% to 4%. 


e Since its inception, the Programme has initiated over 10 million patients on treatment, thus 
saving more than 1.8 million additional lives 


e The programme has consistently maintained the treatment success rate >85% and new 
sputum positive (NSP) case detection rate close to the global target of 70%. From 2007 
onwards, RNTCP has also achieved the NSP case detection rate of more than 70% in line 
with the global targets for TB control. In 2008 the NSP Case detection rate was 72% and 
treatment success rate 87%. 


e Monitoring, supervision and evaluation: All states are currently implementing the 
‘Supervision and Monitoring strategy’ — detailing guidelines, tools and indicators for 
monitoring the performance from the PHI level to the national level. The programme is 
focusing on the reduction in the default rates amongst all new and re-treatment cases and 
is undertaking steps for the same. 


e Quality assured diagnostic facilities are available through more than 12,500 laboratories 
across the country. As a result, the proportions of sputum positive cases confirmed in the 
laboratory are double to that of the previous programme and are on par with international 
standards. 


e External Quality Assurance: To ensure quality, external quality assurance of sputum 
microscopy is being routinely conducted throughout the country. The protocol being 
implemented has taken into consideration the recommendations of the recently published 
international guidelines and has all components for ensuring quality — on site evaluation, 
panel testing and blinded crosschecking. 

e Toimprove access to tribal and other marginalized groups the programme has developed a 

Tribal action plan which is being implemented with the provision of additional TB Units and 

DMGs in tribal/difficult areas, additional staff compensation for transportation of patient & 

attendant in tribal areas, Higher rate of salary to contractual staff etc. 

Paediatric patient wise boxes have been introduced under the programme since 2006 for 


treatment of paediatric patients suffering from TB. These boxes are designed according to 
the dosages used for different weight bands. All the key RNTCP staff has been trained in the 


use of these boxes 


41|Page 


e Over 2500 NGOs, 19500 private practitioners, and 150 corporate in the provision of RNTCP 


services. Presently, 267 medical colleges (including private colleges) have ries ure 
RNTCP by the end of 4008. Health facilities in government sectors outside in | re 
have been involved viz. ESI, Railways, Ports and the ministries of Mines, Steel, Coal, e : 
intensified IMA-PPM project is being undertaken in 167 districts of 6 states. CBCI, a fait 


based organisation (FBO), is undertaking RNTCP activities in 11 states. 


¢2 TB HIV coordination 


The collaborative activities being undertaken in 14 states during 2006, have been scaled up to 
involve all the states in 2007. NACP & RNTCP have developed “National framework of joint 
TB/HIV Collaborative activities” in 2007 which was revised in Feb. 2008 and redefines the scope 
of TB/HIV collaborative activities being implemented in the country. 


C.3. DOTS Plus for management of Multidrug resistant TB (MDR-TB) 


The programme is in the process of establishing a network of 27 accredited Culture and Drug 
Susceptibility testing Intermediate Reference Laboratories (IRL) across the country in a phased 
manner for diagnosis and follows up of MDR TB patients. The IRLs at Gujarat, Maharashtra, 
Andhra Pradesh, Delhi, Kerala, Tamil Nadu, Rajasthan have been accredited recently. The IRLs at 
Orissa and West Bengal have successfully completed the proficiency testing and will be 
accredited shortly. Another 4 IRLs (Haryana, Uttarakhand, Chhattisgarh and Jharkhand) are 
under the accreditation process and are expected to be accredited in 2009. The remaining IRLs 
will be accredited in 2010. 


Annualized New Smear-Positive Case Detection Rate 
and Treatment Success Rate in DOTS Areas, India, 2000-2009* 
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«Population projected from 2001 census 
eEsti 
stimated no. of NSP cases - 75/100,000 population per year (based on recent ARTI report) 


DOTs- 
sure cure for TB. 


Fig. 44. RNTCP Performance during 2008-09 
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C.4 ACSM/IEC 


At the National level media agency is hired to support the IEC activities 


RNTCP has web based IEC Resource Centre on website which houses more than 300 
types of materials for adaptation 


e All States & Districts have plan and implement need based IEC Annual Action Plan 


States have been provided communication facilitators to support the IEC activities at 
the district level 


e Quarterly reporting on IEC activities is in place and is monitored at the state and central 
level 


ES Impact of the programme 


Prevalence of all forms of TB has been brought down from 586/lakh population (1990) to 
283/lakh population in 2007 and TB mortality in the country has reduced from over 42/lakh 
population in 1990 to 28/lakh population in 2007 as per the WHO global report 2009. National 
estimates of ARTI prior to 2000 were 1.7 and estimates based on National ARTI survey in 2001- 
03 is 1.5. Repeat population surveys conducted by TRC indicate an annual decline in prevalence 
of disease by 12%. India should be able to achieve the MDG if an average of 5% annual decline 
is maintained. The programme has initiated surveys to assess the impact of RNTCP and progress 
towards TB related Millennium Developmental goals. Disease prevalence surveys are ongoing at 
7 sentinel sites. 
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D. National Vector Borne Disease Control Programme 


D.1 Malaria 


y have been reduced from 2.09 million in 2001 to 1.52 million 
purpose workers (Male), State and District Consultant, 
d by Gol as additional assistance to states. 1.5 lakh 
vide treatment. External assistance 


Malaria reported cases in countr 
in 2008. Human resource such as muiti- 
Malaria Technical Supervisors etc. provide 
ASHAs trained for detection of falciparum malaria and pro 
project for 250 million USD under World Bank support is approved. 


Initiatives 


e Strengthening of Human Resource by providing Contractual MPW male, Lab Technicians, 
Distt. VBD Consultants, MTS and Involvement of ASHAs for surveillance and treatment. 


e Upscaling use of Rapid Diagnostic Test Kits 
e Introduction of effective anti-malarial - ACT for Pf Cases 
e Upscaling of bednets use and introduction of Long Lasting Insecticide Nets (LLIN) for use in 


programme. 
e Focused intervention in high malaria endemic districts will be intensified and GIS mapping 


will be used for stratification. 
e Intensified supervision and monitoring of programme implementation especially spraying 


D.2 Filaria 


Filaria targeted for elimination by 2015 i.e. to bring down microfilaria rate less than 1% in the 
community so as to prevent any new Case. Population of about 600 million in 15 states and 5 
Union Territories living at risk of lymphatic filariasis are covered under strategy of annual mass 
drug administration with single dose of anti-filaria drugs. The coverage is more than 85% of the 
ie population. More than 180 districts out of 250 are now reporting microfilaria rate less 
than 1%. 


Initiatives 


e Mass Drug Administration (MDA) will be implemented in 250 filaria endemic districts. 

© Upscaling of co-administration of DEC + Albendazole tablets during MDA. 

e Intensification of morbidity management for lymphoedema patient and hydrocele 
operation for patients suffering with hydrocele 

Intensification of IEC/BCC activities. 


D.3 Kala-azar 


pte is Pesta ahepariet by 2010 i.e. cases are to be brought to less than 1 case per 
y population at sub-district level. New initiatives f 

or case search, diagnosi 
have reduced kala-azar cases to 33234 in 2008 as compared to 44533 in 0? eee 
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Initiatives 


D.4 


Upscaling use of new diagnostic tools i.e. rK39. 

Use of new oral drug Miltefosine as the first line of treatment in 10 pilot districts of 
Bihar, West Bengal and Jharkhand as supervised treatment. 

Patient Coding Scheme will be implemented which would facilitate tracking of all 


patients of Kala-azar down to the village and individual household level with greatly 
improved default retrieval. 


ASHAs will be involved for case referral and motivation for complete treatment. 


Incentives to Patient for loss of wages @Rs. 50/- per day during the period of 
treatment. 


Free diet support to patient and one attendant. 
Incentive to Kala-azar activist / health worker including ASHAs @ Rs. 200/- for 


identification of suspected kala-azar case and ensuring complete treatment of kala-azar 
case. 


Strengthening of monitoring of diagnosis and treatment by frequent visits by 
programme personnel. 


Japanese Encephalitis 


Japanese Encephalitis a viral disease is being reported under the umbrella of Acute Encephalitis 
Syndrome (AES). In 2005, 6727 cases and 1682 deaths were reported which started declining. 
During the year 2008, 3839 cases and 684 deaths due to AES/JE were reported as compared to 
4110 cases and 995 deaths in 2007. Under JE vaccination programme for children between 1 
and 15 years of age, 11 districts in 4 states were covered in 2006, 28 districts in 10 states in 
2007 and 24 districts in 10 states in 2008. Total 104 districts are targeted for vaccination with a 
plan to cover by 2010. 


Initiatives 


D.5 


Strengthening of diagnostic facilities through 51 sentinel surveillance laboratories and 
13 Apex Referral laboratories 

Strengthening of case management and trained resource manpower by capacity 
building 

Early case reporting and referral of cases. 

Constitution of trained Rapid Response Team in each endemic districts. 


Intensive IEC campaign. 


Dengue 


Dengue cases show fluctuations every year. Various initiatives on strengthening of diagnosis, 
surveillance, case management and awareness generation have increased early referral of cases 
and thereby reduction of deaths. In 2008, 12561 cases were reported with 80 deaths as against 


16517 cases and 545 deaths in 1996. 
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p.6 Chikungunya 


gunya were reported in 2006 first time in country 


ected cases of Chikun . 
keeps have been reported due to better prevention and 


after 30 years and in 2008, only 95091 cases 
control treatment. 


Initiatives 
e Strengthening of diagnostic facilities through established sentinel surveillance hospitals 
and Apex Referral laboratories. 

e Sero-surveillance activities at regular intervals. 

e Monitoring of vector population in vulnerable areas. 

e Capacity building for the medical officers for case management. 


e Adequate supply of diagnostic kits at the periphery. 
e Intensive social mobilization campaigns through IEC/BCC activities for community 


involvement. 


E. Integrated Disease Surveillance Project (IDSP) 


Integrated Disease Surveillance Project funded by the World Bank is being implemented since 
November 2004 with the objective of strengthening surveillance system with various 
Communicable Diseases and Risk Factor of Non-Communicable Diseases. One of the important 
component of the Project is to use Information Technology and Communication Technology in 
data management, analysis and rapid response in case of impending outbreaks. To strengthen 
transmission of data, the Ministry of Health & FW and Indian Space Research organization 
(ISRO) have agreed to cooperate in providing satellite linkage for various activities under World 
Bank funded Integrated Disease Surveillance Project. ISRO would provide adequate bandwidth 
on one of its satellite, EDUSAT for this Project. This satellite has 5 regional beams and one 
national beam covering the entire country. This linkage would be available for Data 
Transmission for Integrated Disease Surveillance, Distance Training Programmes for various 
National Health Programmes, Tele-conferencing to review various schemes with the States, 
Networking: A nation-wide information highway for the Health Sector, Multi-media channel of 
communication and feedback. 
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(Jan-March) 2009 
IDSP during the Quarter (Jan-March 


Table 2: IDSP Report for the first Quarter 


No. of disease outbreaks reported & responded by 


2009) 


’ 


Tamil Nadu 

ripura 
Uttar Pradesh 
Uttarakhand 
Andaman & Nicobar 
Dadra & Nagar Haveli 


Andhra Pradesh 


c 
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S. No. 


A.1 
A.2 
A.3 
A.4 
A.5 
A.6 
A.7 


B.1 
B.2 
B.3 
B.4 
B.5 
B.6 
B.7 
B.8 
B.9 


om | 
C.2 
C.3 
C.4 
C.5 


6. HMIS - Performance Statistics 


Description 
Estimation of need assessed — a short note 


immunisation 


Bacillus Calmette-Guerin (BCG) 
Diphtheria, Pertussis and Tetanus (DPT) 
Diphtheria and Tetanus - DT (2nd Dose) 
Measles 

Polio 

Tetanus Toxoid - T.T. (10 years) 
Tetanus Toxoid - T.T. (16 years) 


Maternal Health 


Maternal Health 

Maternal Health - ANC 

Maternal Health - Domestic Deliveries 

Maternal Health - Institutional Deliveries 

Tetanus Immunisation (Expectant Mothers) 

Prophylaxis Against Nutritional Anaemia Among Women 
Prophylaxis Against Blindness (Vitamin A — 1st Dose) 
Prophylaxis Against Blindness (Vitamin A — 5th Dose) 
Prophylaxis Against Blindness (Vitamin A — 9th Dose) 


Family Planning 


Condom Users 

Oral Pill Users 

IUD Insertions 

Sterilisations 

Vasectomy to Total Sterilisations 
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Estimation of need assessed - a short note 
ee ee 


Population Projections are undertaken by expert groups that bring out with their technical 
reports after the decadal census. The National Commission on Population brought out the 
population projections for India and the Major States for the years 2001 to 2026. These 
projections are at the aggregate level for each year and the break up in 5 years age groups at 5 
yearly intervals. For the purpose of estimating the target population for various health 
interventions, it is necessary to have estimates for the population by single year age groups. 
There are several ways to do this, including using the single year proportions from the census 
2001 data. However, these proportions were underestimating the population in the 0-1 age 
group. Consequently the methodology adopted by international bodies like the EU Commission 
based on Sprague Multipliers was used, since they yield more reliable estimates and are widely 
used by demographers and social scientists. In absence of age group data for various years, the 
following assumptions were made to arrive at the population projections for various years: 


e The Sprague Multipliers were used to compute/interpolate the single year population 
estimates for the year 2006. 


e The 5 year age group categories for 2006 were presumed to prevail in each year till 
2011 when the next estimates for 5 year age groups would be applicable. 


e The single year proportion of population estimated for 2006 was applied to the 
projected mid-year population for each state for the year 2008-09. A similar method is 
applicable for all the years between 2006 and 2011. 


e For the North-Eastern States, excluding Assam, the single year population proportions 


were applied to all North-East states excluding Assam, where separate estimates were 
available. These proportions were also used for the Union Territories and Goa. 


Based on the above methodology, the demographic projections for 2008-2009 are given 
in the Table 3 on the following page. 
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Table 3: Estimated Need Assessed for the Year 2008-09 
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Performance Statistics from HMIS Portal 


Part A. 
Immunisation 


lteet Sade age 


Performance Statistics - April 2008 to March 2009 
Table A.1: Bacillus Calmette-Guén (BCG) 
Provisional Figures (Status as on: 4 August, 2009) 
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Performance Statistics - April 2008 to March 2009 
Table A.2: Diphtheria,Pertussis and Tetanus (DPT) 
Provisional Figures (Status as on: 4 August, 2009) 
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Where Pop=Mid Year Projected Population (RGI); CBR=Crude Birth Rate (SRS-2007) ; IMR=Infant Mortality Rate (SRS-2007)} 


4. . = Data not reported by States 


aSsiPase 


atistics - April 2008 to March 2009 
ria and Tetanus - DT (2nd Dose) 
(Status as on: 4 August, 2009) 


Performance St 
Table A.3: Diphthe 
Provisional Figures 


14,71,000 
6,60,000 


14,30,812 


197,421 
, 
-ernaaicgarh | 5,38,000 | 553451 | 603,972) 
ee [an.10,000| 6.64340 | 100,058 | 33.6 
a 5.08000 | 52407 | ssezert ans 
penned 7.28,000| 242,635 | 5,46,209 | 58.6 
Samtata | o.eio00 | _6s1s72| 96276 | S766" 


|. MAJOR 
T 
Sten 3 550,000 | _3,22,088 | _3,86,770 me 
20 milion) Madhya Pradesh 16,50,000 | _10,21,641 | _16,01,603 ee 1.9 E 
gy 1 


Forissa «| _7.71,000| _5,55,975_ 9,09,604| _-38.9 | 72.1 
Punjab «|= 4,66,000 | __4,34,783 [567,743 | _-23.4| 93.3 


01, 
raaunetre [20.7000 a7aa47e| 130,00 | Se Bee | 
| 723 | sam 
bas 
rico so0 ih oaas | e7ece1| oe ewe eee 


16,70,000 5 ,94,348 


Arunachal Pradesh 25,000 erred ee 
a2 ooo 47207 | ais) 2 oes 


fGoa— | ~_(8,000 19,142 25,580 | __-25.2 | _58.0_ 
Himachal Pradesh 1,19,000 1,10,500 1,12,845 100.0 
2,18,000 | _2,07,737 | __2,72,243 


ll. SMALLER 
STATESIU T's [Manipur | ~_—_—«49,000 14,246 i346 |. 56d... 200) eee 
opulation < fuahinya S«|~SSCs2,o0ol|, —ev855| 1,i8avi | 268 
Se aition ghalaya 52,000 87,855 1,19,471 26.5 169.0 
PMizoram = |_——_—20,000 5,340 17,198 
[Nagaland =| «45,000 12,986 50,278| -36.0| 289] 85.6 | 


PA&Nislands | &N Islands | 9,000 | ee Sas | 2,484 err errs oo 


Chandigarh 26,000 12,561 14,945 48.3 91.7 


i. UNION Dadra & Nagar Haveli 6,000 6646| 5,856] (13.5 | 
5,000 1,569 3,887 31.4 


Puducherry 25,000 6,130 19,214 4.5 
L l -20.8 


oon W/O Railways 11,052 14,354 | _-23.0 | 
TOTAL All India ; cry 

,43,99,000 | 1,38,55,281 | 1 
i 58,83,644 12.8 56.8 
1. Data Source: DT IMMUNISATION = Item Code (M 10.3.2) HMIS Formats 


2. NeedAssessed=Estimated No of Children of 5 

Nec years of age during current year {[Formula=Pop*P i i 

= bee Enmore 2D munya bards Any bo of 5 years of Children=Proportion of 5 year  Cridren in Gefen aot}. apr: 
L o= one for the Stat istri ing i 

uring 2008-09 e (No of Districts reporting in each month/Total no of Districts*No of Months)*100 


4. . = Data not reported by States 
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Table A.4: Measles 
Provisional Figures (Status as on: 4 August, 2009) 


Andhra Pradesh 


14,66,000 15 


14,92,304 15,15,380 


101.8 
5,60,569 5,72,546 ‘ 


jee) Ke) 
jee) ie) 
A N 


6,73,000 ri 
Bihar 26, 16,000 94.7 
Chhattisgarh 585,000 | _5,64,085| 588,513] -4.2| 96.4 | 
Gujarat es eT ee 


Haryana 
Jharkhand 


5,40,000 5.27163 552,045 we: 93.3 
7,56,000 534,755 6,53,839 -18.2 83.7 


12,45,000 10,24,029 14 93,465 =14:2 82.3 


Beer Karnataka 10,99,000 | _10,08,460 | _10,40,265 
(Population> —_|_Kerala 4,93,000| _4,94,112| _4,89,485| 0.9] 100.2] _100.0 
20 million) Madhya Pradesh 18,36,000 | _22,48,975 | 18,35,597| 22.5 | 


19,04,000 
7,96,000 
4,53,000 

17,01,000 

10,12,000 -7.9 

52,82,000 19.9 

15,08,000 -15.0 

26,000 52.1 


Maharashtra 
Orissa 
Punjab 
Rajasthan 
Tamil Nadu 


-7.6| 90.9] 97.1 
ar 


-34.5 64.4 
-7.8 
96.9 | 


22.5 12235 60.2 


St 
: 100.0 


93.4 
West Bengal 


Arunachal Pradesh 94.8 


3,01,000 100.0 
24,00 100.0 
1,10,000 100.0 
2,05,000 105.3] 86.4 
34,000 108. 100.0 
59,000 11.4 86.9 
17,000 
37,000 -49. 86.4 
10,000 “10. 91.7 
58,000 100.0 
1,86,000 2,01,758 -14.8 100.0 
7,000 -33.6 14.6 


Oo 


Himachal Pradesh 


oe 
oo (es) 


ll. SMALLER 
STATES/U.T.s 
(Population < 
20 million) 


7 


fon) 


Meghalaya 


N 


Tripura 

Uttarakhand 

A &N Islands 
Chandigarh 

Nagar Haveli 
Daman & Diu 


19,000 14,199 16,859 -15.8 91.7 
8,000 7,543 7,155 100.0 


| i 


g 


ill. UNION 
TERRITORIES 


4,000 1,534 2,955 -48.1 25.0 
1,000 1,092 -88.2 25.0 


18,000 14,149 16,858 -16.1 47.9 


NIN 
on in 
Oo |O 


Puducherry 
IV. OTHER M/O Defence 21,648 28,749 -24.7 | ec ‘ 
AGENCIES M/O Railways 11,228 17,798 SS 
TOTAL All India 2 50,89,000 | 2,43,32,326 | 2,41,55,953 0.7 90.7 
Explanatory Note: 


- MEASLES = Item Code (M 10.1.12) HMIS Formats 
eer aek up to 1 year of age during current year {Formula=((Pop*CBR)/1000)*(1-IMR/1000); 


= Esti d number of children 
z ear Be iacied Population (RGI); CBR=Crude Birth Rate (SRS-2007) ;IMR=Infant Mortality Rate (SRS-2007)} 
ode ele % = {Data entry done for the State ((No of Districts reporting in each month/Total no of Districts*No of Months)*100 during 
. (> 


2008-09 } 
4. . = Data not reported by States 
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Table A.5: Polio 


Provisional Figures (Status as on: 4 August, 2009) 


15,18,572_ 
—s-g5,000| _5,71,622| _5,67,165 | 
VGurat | 12yas.000 | 10,51,716 | 11,62,414 | 
are ——|yseo0o] sezsza] —6s3sso[ aos | 770} _s8.e 
10,99,000 9-43 264 | 10,03,210 |__ ea S8 ee 
ae ———| — 9,000 | 4.90goill 540500) eee 
Heats pae~_|1in.26.000 | 15307504 8.52 600]) ree 
796,000 06,080 || 7,09,322 | costs] vse 
770.544] 498,503 | ssi5] | 028 Pee See 
17,05,050 | __17,11,951| __—-0.4 | 
10,91,244 | _11,39,616 


14,66,000 
6,73,000 
26,16,000 


|. MAJOR 
STATES 
(Population > 
20 million) 


16649| _13,301| 24.3] 64.0 

pens 3.02,000| _1,30,238 | 241,809 | -a6.2 | 43.3 | 

faoaSSSSC*dLCTCaono | 24,9 | 23,790] 3.4] 102.5 | 
|. aaa 


ll. SMALLER 
STATES/U.T.s 
(Population < 
20 million 


96.7 
Meghalaya 6.1 
Nagaland 
Tripura 
Uttarakhand 1,86,000 
A &N Islands 
Chandigarh 


Ill. UNION Dadra&NagarHaveli | 8,000 | 7,430 | 7,278 | 
WLUNION i 8,000 7,430 7,278 
eer | 0000 | a8] 
4,000 1,293 3,356 
one 1000]  _—.i36| 946 | 85.6] 13.6 | 
= 
[Puducherry || ——sig,o00| _—i5,204| ~—16,969| —-10.4| 84.5 | 
IV. OTHER M/O Defence | | 316 | 56,712 | ee 
AGENCIES M/O Railways a ae i 
——— [MORaiways | is 15,839 35,702| _-556)] a4 
[TOTAL =—s—sé| All India’—S—s/§-§-—=—_‘|_:2,50,89,000 | 2,43,83,473 | 2,38,66,572 i Saae 
Explanatory Note: = 


1. Data Source: POLIO = Item Code (M 10.1.08) HMIS Formats 


2. Need Assessed = Estimated number of children u i 
| ' p to 1 year of age during current = i" r 
Where Pop=Mid Year Projected Population (RGI); CBR=Crude Birth Rate (eRS OUT tMPcietart Worl Eeeke (SHS SUOR vias 


3. Data Entered % = {Data entry done for the State(No istricts reporting in hm /T 
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Table A.6: Tetanus Toxoid - T.T. (10 years) 
Provisional Figures (Status as on: 4 August, 2009) 


4,7 
: -21.3 100.0 
Bihar 93.2 
Chhattisgarh 88.4 
100.0 
Haryana 93.7 
Jharkhand 87.8 
L MAJOR Karnataka 96.3 
(Population> _|_Kerala 100.0 
20 million) MadhyaPradesh | 16,42,000 | _10,00,625| 15,52,428| _-355| 60.9] 582 
Maharashtra 97.1 


Punjab 
Rajasthan | 16,25,000| 691,697] 680,122 | 1.7 100.0 
Tamil Nadu 92.7 
Uttar Pradesh | 48,25,000| 14,84,057| _5,21,151 | _—184.8 | 59.3 
West Bengal 
Arunachal Pradesh 
23,918 
Himachal Pradesh | 425000] 1,17,555| —_1,21,865 | 
Jammu & Kashmir 
Meghalaya 3 

57.9 47.0 
Nagaland -40.7 

Tripura 
Uttarakhand 
A &N Islands 


Chandigarh 29,000 9,536 
Dadra & Nagar Haveli 7,000 6,079 5,922 


Daman & Diu 
Lakshadweep PF 2,000[ so | 1,620 
Puducherry 
IV. OTHER M/O Defence Sa Re 
AGENCIES | mio Railways aeeee ee ae era 


Explanatory Note: 

e: Children more than 10 years given TT10 = Item Code (M 10.3.3) HMIS Formats 

ess than 10 years of age during current year{Formula=Pop*Proportion of 10 years of 

n (RGI); Proportion of 10 years of Children=Proportion of 10 years of Children in Census 
State(No of Districts reporting in each month/Total no of Districts*No of Months)*100 


Andhra Pradesh 


ll. SMALLER 
STATES/U.T.s 
(Population < 
20 million) 


ill. UNION 
TERRITORIES 


1. Data Sourc 
2. NeedAssessed=Estimated No of children aged | 
Children Where Pop=Mid Year Projected Populatio 
2001}3. Data Entered % = {Data entry done for the 
during2008-09 }4. . = Data not reported by States 
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Table A.7: Tetanus Toxoid - T.T. (16 years) 


Provisional Figures (Status as On: 4 August, 2009) 


11,41,348 


50,000 T  40,95,3251 
Sor mee 
253,000] __3,99,885 | 
= 
: T_a29.2. 


17,60,000 
100.0 


book ee | 
= zea 
77) a 


> 
-] 
a 
= 
= 
® 
Uv 
= 
is) 
a 
© 
o 
7 


=\= Az 
» | 2 
s\|a ~| 
a\|s rd 
» |S - 
o |” ® 
x 
=) lee) rN) 
- i= 
at | ® 
lao 
i) 
” 
=p 


i= Pe) 
=| |3 |s 
aj/8 13.13 
o|2|2| 5 
5 |2 » 
a |? s 
» | 2 
=|” 

ca 


519.000! _2,40,075| _2,38,936 87.8 | 
12.16,000| _5,69,948| _1,07,706 | 97.1 


1. MAJOR 

stares [326.000 | — en zesis] 252] sz7] 10008 
(Population > 

20 million) aaron’ mamrreeyyl GREY EB 


97.1 
ses 000 |. sa.a71e4) 4aa2en peg ieees 
100.0 
Arunachal Pradesh 
| 
Himachal Pradesh 96,163 | 


ie) 
N 
N 


me |e 

Oo Jo |w Ja Jo 
CO |O IN IN IO 
© JO IN Jo [# 


ReMALLER — Lamu & Kashmir 271,000| 1,17,579 | _1,43,835 oe ee 
ae [Manipur 56,000 21,948 10,680 105.5 100.0 
opulation< [‘eghaiaya | _—60,000| 55,463 | 53,233 | 
Be lion) Meghalaya 60,000 55,463 53,233 421 924) — 905] 
|Mizoram 23,000 6,716 19,7191 650) = zap) sane 


81.1 

87.5 
Tripura 34,291 100.0 
Uttarakhand 100.0 
A &N Islands 14.6 
Chandigarh 91.7 


Dadra & cal Haveli 7,000 5,912 4,763 84.5 91.7 
Daman & Diu 6,000 3,163 20.8 


Nagaland 


ill. UNION 


TERRITORIES 


e 
~S 
pS 


IV. OTHER M/O Defence 6,647 as 
/TOTAL =——sé| AW India ssi 2,53,07,000 1,14,62,043 1,19,63,880 45.3 86.2 | 


Explanatory Note: 


2 : pee ore Children more than 16 years given TT16 = Item Code (M 10.3.4) HMIS Formats 

. Need =Esti un 

Sader Where Popeblid Ye ah ecied' pana iy te years of age during current year{Formula=Pop*Proportion of 16 years of 
001) pulation (RGI); Proportion of 16 years of Children=Proportion of 16 years of Children in Census 


ly S a e : : 
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Performance Statistics - April 2008 to March 2009 
Table B.1: Maternal Health 
Provisional Figures Status as on: 4 August, 2009 


Total ANC Registere 


hanae 


2008-09 


2.76.90 | 20.2 | 1.45,522 | 
9,30,481 | 36.1 | 2,90,174 | 
7,9.401 | 6.8 | 1,84,267_ 
2,52,706 | _-37.7 | 194.418 | 
1,12,198 | _-29.3 | 9.44,976 | 


[Sitimeam eee | 

Y 23.6 | 392,264 
/-17.9 | 5,95,985_ 
ee 8,43,470 


a a 


| 17,96,726_ 
11,69,688 
6,58,429 
a 
[6,763 


1,80,589 
1,36,758 


r 


17,99,548 


| file 


5,90,096 


N 
ep) 
+b 


2,72,976 


Haryana , 

Jharkhand | _5,11,809 T 5,94,512 | 
L MAJOR 11,48,075 eT zaoart | eese00 | sedate | 
phiaahane eer 7siase| 10 | setss0| zoe | 7o8{ sex | 2573} 348 
on > 20 ee [aearene [aiteses| 4.0] 140sso«| veaso[ 0.4 | sonst | so7sa7} 39.0 
or Naeem [avasess | 200174] -1.8 | 1460056 | 1346033 | 3.4 | zener | 559.05 

roisee | 7s1ose | 94as0 | -22.4| 301498 | 7.98007 | 47.0 | 1,69,082 | 2,83,154 


3,01,885 
4,46,938 
31,419 


53,71,292 | 41,71,885 28.7 3,97,959 | 23,24,520 -82.9 4 | 11,34,235 


17,87,225 | 11,04,514 729,612 | _8,85,000 5,73,921 | _3,76,939 
1202 ae 


4,74,932 
20,10,638 10.1 
12,38,461 


ciailipa 
=| jala 
o| ® 13 |. 
~-il ns [=a 
2] 7 iz\2 
Si 2 |2;8 
ea} 2 |2I/> 
>| 2 | 
“i on 

=) 


vz 
oc 
(| 
23 
ss 

> 


425700} |__| 69.020 | 148,000 | -53.4| 9.660 | 
as001 | e7s2a| 307] (| —-22.4ii | -100.0| _ 138 | 


Pradesh 1,53,712 1,51, 921 59,280 1,09,623 52,154 55,881 


243 
247 


= 
3 
> 
° 
Eo 
2 


SMALLER j 

srates! | Karin ae g3.044 

(Populati ne a a es a 

on <20 Fueghalaya | 7aaeo| 10,608 | 624.2| 18,195| 22,086 | -17.6| 32,607 | _1,754 

ion | wizoram | 240071 04,0a1| -01.2| 13,842] 37.357| -62.9| 4374| 14,053 _ 
53805] -59.6| 5,305] _5262| 0.8| 3,069| 15,423 | 


cau | jases | 10758 | -26.6| 24m) se | selene) amen 

' ; 4 ’ fk - 2,588 

Piaee (| eoc0a | 7aeoa| -166| si02|  g000s| 3.99. dager] 5] 

Futtaraknand | 243,901 | 128,601] 89.2 | 54,a25| 60,007| -8.6| 76,964 | 40,161 | 
227 


Dadra & Nagar 
Haveli 


ill. UNION 
TERRITO 
RIES 


33,109 | _4ose5| -18.4| ——|__ 25,282 | -100.0 


11,470 3,593 | 219.2 4,059 2,052 rr 


| 97.8 
2706| _3,762| -28.1| 1,207| 2.443 | -46.9_ 
ol a a ee as ae 
- 56,203 | 69,398 | -19.0| 29,787| 49e60| -40.0|  _—| —_—38 | 
WV cn | MODetence 92,645 | 1,60,843| -48.6| 21145] 60,095| -648| | 36 | 


eo M/O Railways 

13,201 25,640 -48.5 7,906 -49.1 

2,61,53,503 | 22414901 | 16.7 | 1,14,97,806 | 1,51,21,650 | _-24.0 | 5474536 | _54,24,962 | 
Explanatory Note: 


TOTAL | Allindia 
1. Data Source: {MH ANCREGISTERED = Item Code (M 1.1 
s 4,1.3) MH | 
DOMESTICDELIVERIES = Item Code (M 2.1.1.a,2.1.1.b)} HMMS Formats Milas ar haan! Narn: 


2. . = Data not reported by States 


858 


Daman & Diu 
Lakshadweep 
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Performance Statistics - April 2008 to March 2009 
Table B.2: Maternal Health - Antenatal Care (ANC) 
Provisional Figures (Status as on: 4 August, 2009) 


Uttarakhand 
A &N Islands 


Chandigarh 


Dadra & Nagar 
Haveli 


Daman & Diu 
Lakshadweep 
Puducherry 


IV. OTHER ne perene 
AGENCIES M/O Railways 
TOTAL 


Explanatory Note: 
1. Data Source: MH ANCREGISTERE 


2. Need Assessed=Estimated No of pre 


- CBR=Crude Birth Rate (SRS-2007)} e. ae ' 
4 cf = Sapa es ar entry done for the State(No of Districts reporting in each month/Total no of Districts*No of Months)*100 during 


2008-09 } 
4. . = Data not reported by States 


14.6 
100.0 


7,199 17,313 


8,000 


ul 


) ) 

N N 
lant 
bd 
N 


33,109 40,585 150. 


lll. UNION 0.1 83.3 


TERRITORIES 


9. 
9,000 11,470 3,593 | 219.2 127.4 
5,000 2,706 3,762 54.1 
6. 


ob eet: 
267.6 


43.8 
75.0 
75.0 


69,398 
1,60,843 


Tipe eben Sete 
as ae 


D = Item Code (M 1.1,1.3) HMIS Formats 
gnant women during current year {Formula=(Pop*CBR/1000)*1.1 Where Pop=Mid Year Projected 


Andiva Pradesh | 17.04,000| 7.90548 | 17.96.726 
17,04,000 | 17,99,548 | 17,96,726 105.6] 0.9] 100.0 
[Assam | __7,93,000| _7,35,958 | _5,94,941| _23.6| 92.7] 05] 99.71 
30,55,000 | _11,69,688 | 14,24.808| -179| 3831 05] 81.8) 
Chhattisgarh 684,000 | 658,429 | 904,334 | -27.2| 963] 0.8] 88.9 
[Gujarat | 14,45,000] 1311344] | «.| 9081 071 1000 
6,29,000 | _5,90,096 6763 | 86254| 938] 07] 94.0| 
| pace —— | paaeeyhate|_seeste | sin9 | spe ofan 
LMA 1260000 | 11.48.07 aa “os | 99 
AST on s4a.000 | so1901 | 7aiaes 1 aT eT 
Z0 milion) | Madhya Pradesh | 21.77.00 | pa01208 | ~2.16.165| | 
) ya Pradesh 21,77,000 } 404 3010} ORT begs 
21,68,000 | _21,85,856 100.8 
9,43,000 | _7,31,052 | 9,42,430| -22.4| 77.5] 0.9] 96.9 | 
Punjab | ——5,21,000| _4,74,932 | _4,65,888 91.2] _0.9| 100.0 
20,01,000 | 20,10,638 | 18,26,068 10.1 100.5 100.0 
Tamil Nadu 11,54,000 | 12,38,461| 18,91,174| -34.5 107.3| 08] 94.0) 
Uttar Pradesh 62,41,000 | _53,71,292 c. ery ee 
West Bengal 17,23,000 | __17,87,225| 11,04514| 61.8| 103.7] —_—0.6 | ~_—98.2 | 
Arunachal Pradesh 29,000| 21,569] 12,002] 79.7 | 74.4 
Ca a ee ee Se ree ear ey ae 
ee 67,523 180.0} 0.9 100.0 
Himachal Pradesh 127,000] 153,712] 1,51,921| 1.2] 121.0 100.0 
ccsavctin Jammu & Kashmir 2,37,000 2,37,521 100.2| 0.5 | _—84.5 | 
STATESIU.T.s |Manipur | _——3a,000|__4,00525| | 100.0 
(Population< —_| Meghalaya 68,000 78,489 624.2 i641... 0st oe 
20 million 
| Mizoram | ~—_—20,000 124.1 
Nagaland 42,000 | __21,721| _—*53,805| —-59.6 | Si7 Let eee 
[Sikkim | —_12,000_ 13,395 thas ee a 
66,000 Ba os] 7000) 
[Daman & Dia _ 


(90) _ Oo 
io) oO = o 
ul oO N m 1 


| «2,204. | 74,624 | -16.6 100.0 
2,43,301 | _1,28,601 89.2 113.2 0.7} 100.0 
5 
7 


2,000] __199 | 
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Performance Statistics - April 2008 to Marc 
Table B.3: Maternal Health - Domestic Deliveries 
Provisional Figures Status as on: 4 August, 2009 


792,000] 1.45.922 | 196,758] 6.3 | 


75 


>| 
5 i 
a} 
> i 
= 
® | 
uv 
= 
® 
a 
ri) 
o 
— 


A 
» 
= 
Ss 
» 
- 
» 
x 
» 


Z=\= 
>» | 
sla 
Elz 
bs*) 
o|2 
s\|v 
S\p 
91a 
© 
wo 
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6,84,000 | 3,87,408 | 5 71,566 


te Lear eee 
eee ee 


— 
i 
@ 


W 
jo) 
ie) 


oa eS 

roo | aeaare | 2mzere| 264] ese) See 

een [i lie 
: mei ae 


13.7 
17.8 
30.7 
18.3 
23.5 
33.3 
Arunachal Pradesh T99000| aaa | pas | 238.7 | 
138 : 


= Bs) 
s|s|z|z 
4|#|3)s 
onal 
a|2\2|3 
5/2 ps) 
a | 2 = 
»|2 
= 1a 
= 


44.0 


N 
ee) 


= 
co 


12.3 
100.0 
46.8 
33.2 
30.1 
64.2 
24.0 
36.6 
51.6 


243 : 

[selene a coeeo,| ne. ad 

a eee er 
Himachal Pradesh 41.1 
i sMaLLeR | 2ammu & Kashmir 2,37,000 20.6 
STATESIU. Ee eae ae 
(Population < | Meghalaya 48.0 
31.9 

Nagaland 

. 12,000 21.6 
Tripura a ee eee) 
Uttarakhand 35.8 
A aN Islands 3.7 
Chandigarh 16.7 
Dadra & Nagar Haveli 
Daman & Diu re aes” ae 
Lakshadweep me ne es 
i ee 
IV. OTHER M/O Defence a. CBs Se 
. Si -.- . Ga 
| 0.9! 


— 
Xe) N 
(ep) ioe) 


N 
ie 
i 


~N 
WwW 


100.0 


Ill. UNION 7.4 


TERRITORIES 


AGENCIES M/O Railways 


38 
36 

TOTAL | | 2,92,19,000 | 
All India 2,92,19,000 | 54,74,536 | 54,24,962 


Explanatory Note: 


1. Data Source: MH DOMESTIC DELIVERIES = Item Code (M 2.1.1.a,2.1.1.b) HMIS Formats 


2. Need Assessed= Estimated No of i 
| pregnant women during current year {F am rm s i 
Projected Population (RGI); CBR=Crude Birth Rate (SRS-2007)} 3. . oan notsapeead Oy Guba ae ae 


18.7 32.3 
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Performance Statistics - April 2008 to March 2009 
Table B.4: Maternal Health - Institutional Deliveries 
Provisional Figures (Status as on: 4 August, 2009) 


Andhra Pradesh 
ee 
laa 


2,03,964 
7,89,401| 6.8 


17,04,000 
7,93,000 
30,55,000 
6,84,000 


13,32,989 
2,76,321 
838,481 


Chhattisgarh 1,18,423 


14,45,000 | _8,43,470 
629,000] 157,390 | _ 252,706 a7 7 25.0 


Jharkhand 8,74,000 79,292 . 
12,68,000 | __7,20,477 | __6,35,000 


1. MAJOR STATES 
(Population > 20 
million) 


oie ie IA ly 
ie) CON IN IR IN 
=e Hh Wim [oO fe 


5,49,000 6,20,812 33.1 
21,77,000 12,96,740| 8.4 | 
21,68,000 13,46,693 be. he Bs | 67.3 
9,43,000 7,38,307 41.5 
92,189 43.8 
20,01,000 8,72,161 
Tamil Nadu 11,54,000 
ae a 42.3 


ee) 
aS 


29,000 33.6 

[Dehi | 43,000] 69,029] 1,48,000] —-53.4| 20.1 

cea aaa BE Th ST 

1,27,000| _59,280| _1,09,623| __—-45.9| 46.7 
ll. SMALLER 2,37,000 | _ 96671] 224342] —-56.9 | 40.8 
STATESIU.T.s |Manipur ee el es 
Cen < 20 26.8 


million 


Nagaland 42,000 | __5305| 5262] _—so.8 | 12.6 
as 20.3 


Uttarakhand 60,007 vee aie | ERLE 
A &N Islands 8,000 mr Saat 57.9 


Chandigarh 22,000 pape ns 25,282 -100.0 
Dadra & Nagar Haveli 9.000 | 4.059 | 2,052 AS) 4 
Daman & Diu 5,000 25.9 


omersi 


Explanatory Note: 


20,000 13,842 37,357 69.2 
3 


48.4 


ill. UNION 
TERRITORIES 


z |g S 
8 |g S 


Re 


N 
aS ee) 


oo, 


STITUTIONAL DELIVERIES = Item Code (M 2.2,2.3) HMIS Formats 
n during current year; {Formula=(Pop*CBR/1000)"1.1 Where Pop=Mid Year 
SRS-2007)} 3. . = Data not reported by States 


1. Data Source: MH IN 


2. Need Assessed=Estimated No of pregnant wome 
Projected Population (RGI); CBR=Crude Birth Rate ( 
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Performance Statistics - April 2008 to March 2009 
Table B.5: Tetanus immunisation (Expectant Mothers) 
Provisional Figures (Status as on. 4 August, 2009) 


17,04,000 
7,93,000 
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P11,81,469 | 1.5 
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14,45,000 |__11,99,510_ 
629,000 | _5,11,565 | 
8,74,000 4,92,178 


fee) jee) 
[e)) He 
oO W 


|. MAJOR yp 68,000 | aat1544 | _tsageiaelh eves 
eaten —s-49,000 | 4,72,296 | _5,27,950 | -10.5_ | 
20 million 1.7,000 | 12,75,804 | 19,368,376 | -34.2_ 

‘68,000 | 20,31,853| 1952056 | 41] 93.7 


69.3 
82.2 
95.5 
105.2 
104.2 


89.7 
35.9 
33.6 
[22,679 | —24,323 | 6.8 | 87.2 
T1,27,000| _1,25,667 | __1,32,223| _-5.0 | 
r2,37,000| _1,70,856| _2,49,975 | -31.7| 72.1 | 85.6 | 
| 38,000 | 2 , 

[68,000 _ 


' 
W 
h 
N 


— 
oO 
i=) 
i=) 


Jammu & Kashmir 


ll. SMALLER 
STATES/U.T.s 
(Population < 


35,764 18,551 94.1 | 100.0 | 
68,000 44,337 54,034 -17.9 2| 94.0 | 
3 


Meghalaya 


Ww 
CO 
O° 
=) 
ro) 
oO) 
on 
N 


20 million + t 
4, 91.9 
rsikxim «YY 12,000] 11,503] 8,952] 295] 96.6 | 91.7 | 
Tripura «dL 66,000] 45,999 | —azaiz| so. | 69.7 | 100.0 | 
agar 

MUNION 
-44.9 
119 | S564 B67) 60) 25.68 
[Puducherry | _——21,000| 19,649 = 20,274| —-3.1 | 93.6 | 50.0 

WV. OTHER [wODetence | | 27,063] 43,553] -37.9| | 66.7 | 
|w/ORailways | _—«. | _—=—i,269| 15,566 | -276| ~~. | 75.0 | 

/TOTAL =—s(| Allindia’ =———————s|: 2,92,19,000 | 2,43,32,464 | 2,33,25,274 83.3 

Explanatory Note: 


1. Data Source: TEATANUS IMMUNISATION = Item Code (M 1.4.2) HMIS Formats 


2. NeedAssessed=Estimated No of pregnant women during cu = i - ; 
Projected Population (RGI); CBR=Crude Birth Rate (SRS-2007}) il Alain iit aie namaste i chobice 


3. Data Entered % = {Data entry done for the State(No of Distri ing i 
, ' tit Sal 
duikig 2008-00} 4 <a DURA fot roported by State + istricts reporting in each month/Total no of Districts*No of Months)*100 
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Performance Statistics - April 2008 to March 2009 
Table B.6: Prophylaxis Against Nutritional Anaemia Among Women 
Provisi 


6,29.000 387,499 6,69. 365 
Jharkhand 874,000 6,23,152 7,13,206 


17,04,000 14,39,431 12. 95.1 
| 97.5] 98.5 | 
|Chhattisgarh | 6, 84,000| _5,48,379| _5,24,047] 4.6] 80.21 88.0 | 

4 23:7 


Euaer 12,68 000 8 93.747 454.656 
(Population > 5,49,000 3,27,296 476,047 
20 million) Madhya Pradesh 21,77,000 19 74,608 19, 77,704 


21,68,000 
|Orissa | = 9,43,000| _16,30,357] _8,62,372_ 
Punjab sis] SS '5,21,000| _3,65,951| __24,994 | 
6,40,436 
West Bengal 
|Delhi | SS 3,43,000| 239,062 | _—4,01, 955 | 
re Ce eT a ee 


arse 
STATESU.T.s | Manipur | 38,000] 11,427 | 16,260 
(Population < 
Pwizoram (| _——-20,000| 17,912 ——7,263: | ~ —*146.6 | 
rsikkim ——*| 12,000] 4500] —3,591| 25.3] 37.5 
5,630 
rchandigarh | 22,000] 8,055] _—'18,201| —-55.7| 36. 
So net 5000) 
Lakshadweep | __2,000] S| ~—SSS968 | -100.0 | 
750.0, 
a Ls SY ec 
AGENCIES [monaiways | = (| ~—4,35,190 | 121,285] 11.5 | 
Al india 


a aie bier Code (M 1.5) HMIS Formats 
- WOMEN IFA TABLETS = Item Code : ; ; 
i Nasracuseediceainatod No of pregnant women during current year{Formula=((Pop*CBR)/1000)*1.1 Where Pop=Mid Year 


ion (RGI); CBR=Crude Birth Rate (SRS-2007)} ai arricte® 
ey hve Eee, = ee entry done for the State (No of Districts reporting in each month/Total no of Districts*No of 


Months)*100 during 2008-09 } 
4. . = Data not reported by States 
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Statistics - April 2008 to March 2009 
d for Blindness (Vitamin A - 1st Dose) 


4 August, 2009) 


Performance 


Table B.7: No. of Cases Treate 
Provisional Figures (Status as on: 


13,32,408 
9,68,880 


14,66,000 | _13,40,363 | 
6,73,000 
26,16,000 | _13,64,541_ ; 
585,000 
12.45,000 | 9,98,585| _9,74,123 | . 
5,40,000 7 46,644 | _4,83,153 | -49.0_ 
56,0001 5,89,046| _5,76,471| 2.2 
10,99,000 | _9,67,333|__5,08,092 | _ oe 
403,000 |. 2,43683 | 28515 | ieee 
2.36,000 | 18,09,973 | _20,31,034 | _-10.9 | : 
19,04,000 —17:30,642 | _18,05,625|  -42| 90.9] 97-1 
7,96,000 —5 29,251 | _7,87,916| -32.8 | 66.5 

4,53,000 54.3 
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® |x 
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= 
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> 
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Q 
iv) 
a 
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oe 

Se aL 77.nn.000 | 15,4in6 | 13.61,202 | asa one aa 
|. MAJOR Tea 0a oonl|__ s6.eui du aza7,073 | ee ee 
ees dae Prateek | 52.82,000 | 33.67.5903 | 46,79.340| 280 | 63.8 | 59.0) 
20 million) | West Bengal —75.08,000} 13,386,413 | 1514578 | -11.6| 88.8| 96.5 | 

65. 

es ds eT 

r___ 24,000 | 


Himachal Pradesh 1,10,000 1,20,312 1,08,549 109. 100.0 
Jammu & Kashmir 2,05,000 91,212 1,31,270 44. 
[Manipur 34,00 12,288 0. 


Rea oe So | 24,000 


59,000 48,226 20,711 | 132.9| 81.7] 90.5 
| Mizoram 17,000 4,036 10,641 
eine 37,000 9,987 7,416 
Seer [sikkim Ts 10,000| __—9,429 | 7,065 
3 (Population SL 58,000 53,701 60,664 100.0 
< 20 million 1,86,000 16,264 49,774 100.0 
A &N Islands 7,000 3,690 5,557 
19,000 10,232 15,227 100.0 
Dadra & Nagar Haveli 8,000 6,036 4,820 100.0 
euNen 6561 | ee 4 ee 
TERRITORIE a 540 | -100.0| —0.0| _—-25.0 | 
s | Puducherry 18,000 13,678 16,042 | -14.7| 76.0] 45.8 | 
IV.OTHER __|_M/O Defence oe 12,186 22,069 | -448| | _—75.0 | 
AGENCIES | MWoORailways | | 11,362 17,196 | 33.97. ea 
|ToTAL_—sAllindia ~=—S———s|_2,50,89,000 | 1,80,53,658 | 2,29,08,788 | __ -21.2 


Explanatory Note: 
> aa rtd are A Dose-1 = Item Code (M 11.1.1) HMIS Formats 

. Need Assessed=Estimated number of children upto 1 year of age durin 
{Formula=((Pop*CBR)/1000)*(1-IMR/1000) c : <p alge 


Where Pop=Mid Year Projected Population (RGI); CBR=Crude Bi 
IMR=Infant Mortality Rate (SRS-2007)} (RGI); ude Birth Rate (SRS-2007) ; 


3. Data Entered % = {Data entry done for the State 
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Performance Statistics - April 2008 to March 2009 
Table B.8: No. of Cases Treated for Blindness (Vitamin A — 5th Dose) 
Provisional Figures (Status as on: 4 August, 2009) 


Andhra Pradesh 


Haryana 
Jharkhand 


Bihar 
Chhattisgarh 


LMAJOR | Karnataka 7 10,35,000_ 
STATES 10,35,000 
(Population > 

20 million) Madhya Pradesh 


Maharashtra 20,58,000 
7,46,000 


Rajasthan 
Tamil Nadu 
Uttar Pradesh 
West Bengal 
Arunachal Pradesh 


92.6 
0 100.0 
Himachal Pradesh 43.8 
I. SMALLER |Yammu & Kashmir 78.8 
STATESIJU.T. | 44000] 18] ~— 19,548] ~=—-99.9] 0.0 | 
s (Population | Meghalaya a7 000) ss 730G) a 7S) “BC Ae vid | 
nae [18,000] 1,961] 13,601] -85.6| 10.9] 31.1 
TSikkim. Ss] S000 9,717 | 14,662 | 
. 
14.6 
32,125 -85.1 100.0 
hla 
s rpaman&Du | 4,000| 5263, | 2 | 25.0) 
Ts a es a re es 
IV. OTHER wopetencs | .| 16,978] 67,503) -75.0[ | em) 
AGENCIES [m/ORailways | 16310 |. 41,620] 2b | eee 
TOTAL. ~| Allindia_—_—*|;-2,40,21,000 | __1,13,57,319 | 4,26,62,485 -73.4 


Explanatory Note: 
iF Data Source: Vitamin A Dose-5 = Item Code (M 11.1 .2) HMIS Formats 


2. NeedAssessed=Estimated No of Children of 3 years of age during current year 
{Formula=Pop*Proportion of 3 years of Son iaG i 
Where Pop=Mid Year Projected Population ; . 
Brosonien el 3 years of Children=Proportion of 3 years of Children in Census 2001} 
d % = {Data entry done forthe State 2 : 
We DIE Biss in each month/Total no of Districts"No of Months)*100 during 2008-09 } 


4. . = Data not reported by States 
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Performance Statistics - April 2008 to March 2009 
s Treated for Blindness (Vitamin A — 9th Dose) 


atus as on: 4 August, 2009 


Table B.9: No. of Case 
Provisional Figures St 


1. MAJOR 
STATES 
(Population > 20 
million) 


P_14,71,000 | _3,82,052_ 
T 660,000 | 594. | 
7 24,82,000 | _2,82,022 | 
[5,38,000 | _2,24,778 | 


= oO| B > 

4 i] = 

3 = =| 
» o 

© uv 

2 > 

= a 

a © 

Oo 

= J 


7,29,000 | _2,97,164 
Kerala 
rMadhyaPradesh | _—_16,50,000| _50,596_ 
foe 771 oonhmdeneso.| 
Saas. ID, ae6,000ke  Bgvoy 
Rajasthan —*«|_—_46,03,000| 12,195] 
TamiNadu | _10,33,000| 50,45,912| 
47,50,000 | _6,62,572| S| 
16,70,000| 68,567] 
il. SMALLER 25,000 a7h oe 
STATESIUTS [pen ——=«di_~=i322,000| 20,821] eae eae 
(Population < 20 
million Ct = 33,000 18,636] T 56.5] __—100.0 
3,709 
[Manipur | 49,000 | 
| Mizoram 
[Sikkim 
Lee 
Ill. UNION ee: a 
aoe aa) a 
er 
ie = sae 
ae | a 
IV. OTHER i ii Saaeae 
2,43,99,000 | 92,00,947| dd ee 


Explanatory Note: 

1. Data Source: Vitamin A Dose-9 = Item Code (M 11.1.3) HMIS Formats 

2. Need Assessed=Estimated No of Children of 5 years of age during current year 
{Formula=Pop*Proportion of 5 years of Children 

Where Pop=Mid Year Projected Population (RGI); 

Proportion of 5 years of Children=Proportion of 5 years of Children in Census 2001} 
3. Data Entered % = {Data entry done for the State 


(No of Districts reporting in each month/Total no of Districts*No of Months)*100 during 2008-09 } 
4. . = Data not reported by States 
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Performance Statistics from HMIS Portal 


Part C. 
Family Planning 
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Performance Statistics - April 2008 to March 2009 


Table C.1: Condom-User 
Provisional Figures Status as on: 4 August, 2009 
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“OUD 
iurind 46 5b-Us 


ms7 14,000) 913,274 | _9,06,521 | 
ager rey Ty ae er 
7 pao0 cn |= 280,257) em 

—“59'21,000| __1,66,393 | 104,351. 
Gujarat | .50,000| _11,99,066 | 12,27,874 

——~5a.78,000| __ 3,50,740 | _4,07,546_ 
—~4o159,000] _1,43,601| _1,61,294 


Karnataka 40.77,000 |. 2, 76,7271 _2,00.8be 
98,297 | ___1,32,632_ 


66,10,000| __93,611 | 
86,14,000 
oab.g0o hk 2 saaal|| Seen 


38,74,000 | __4,04,115_ 


74 17,000 14 58,243 
50,63,000 168,281 | __1,58,759_| 
2.61,81,000 8 90,201 16,88, 367 


|. MAJOR 
STATES 
(Population > 
20 million) 


Andhra Pradesh 
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W ie) 
ib fe)) 
oO 0) }O) 
Ww | NI [WO 
8 |= Io |S |e 
me [lJ (ee) CO 10) 
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West Bengal 97,47,000|___7,01,178 |__7,53,479 719 
a eaters Arunachal Pradesh 142,000 42.000 ee os es = 3 Se 
ts [ora pso00 | ——aoaoo 7a 
inilionr) |Ce 170,000] __—‘1,138 | | 66] 75.0 
Himachal Pradesh 4.86,000| 99,870 | 2,054 
Jammu & Kashmir 12.35,000 
[Manipur 283,000 
Meghalaya 3 25,000 
[Mizoram 72,000 35 
[Nagaland ————s|S2, 27,000 | 
Tripura | 4,43,000_ 
Uttarakhand 
ill. UNION A &N Islands 
TERRITORIES | Chandigarh 
Dadra & Nagar Haveli 1,543 
Lakshadweep 119 
| Puducherry 12,552 | 4,230] 
IV. OTHER |M/O Defence —Si Defence 34.486 | 180 | 33,744 | 744 re 3 ae wie 
AGENCIES _| MO Railways 22,530 31867|_-293| | 
Total Free Distn.(All India) 12,05,51,000 | __81,64,907 |_1,06,09,692 
ttn vtrntoionl Ml ee ae 


Total Free Distn.(All India) + Social 
marketing Distn. 
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12,05,51,000 


—e 


Explanatory Note: 
4 moog Source: Condom-User = Item Code (M 9.08) HMIS Formats 
. Estimated No. of Eligible Couples Unsterilized {Formula=EC(1-CUS/100) Wh i igi 
Cc 2 ere EC (Estimated No. of Eligible Couples) = 
a Gene ENOMRESE <Dets ort ‘awe Rate (Census) CUS=Couples (%) Currently Using Sterilisation (NFHS-II1)). 
aie d % = a entry done for the State(No of Districts reporting in each month/To ist* 
Mon)*100 during 2008-09 } 4. . = Data not reported by States z a a 
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Performance Statistics - April 2008 to March 2009 
Table C.2: Oral Pill Users 


1. MAJOR Andhra Pradesh 
STATES 

(Population > 

20 million) 135. 


22,21,00 104. 
55,50,00 
24,78,000 30. 
40,59,000 77,005 84,693 
40,77,000 
27,33,000 
Madhya Pradesh 66,10,000| 91,277 | +6,09,535| _-85.0 | 
Maharashtra 
1,89,828 
28,74,000 
8,19,426 | 10,27,399 
Uttar Pradesh 2,61,81,000 
West Bengal 97,47,000 


ll. SMALLER Arunachal Pradesh 1.25 
STATES/U.T.s 

(Population < 21,93,00 

20 million) 1.70,000 


™N e 10) 
e 10) 
UT IN [WIN 
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Mad 0 JH 
[ep) WI TR [OO IN [RH [A lw 
WW ie Nie [dD 
DIN [Ww 100 Nie 
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2,83,000 
3,25,000 
72,000 
40 
62,000 
Tripura 4,43,000 
Uttarakhand 10,47,000 
Ill. UNION A &N Islands 41,00 
TERRITORIES Chandigarh 1.69.00 
Dadra & Nagar Haveli 39,000 
Daman & Diu 
Lakshadweep 
Puducherry 


IV. OTHER M/O Defence ae ae 
iO Railways [| 2,201 | 3,286 | __-33. 
eet RSE 


Total Free Distn.(All India) + Social BE iteicoe: a 
marketing Distn. 12,05,51,000 


Explanatory Note: 
Z SERS = Item Code (M 9.07) HMIS Formats - - 
Z Poindeae Ne a aiglbe Couples Unsterilised {Formula=EC(1-CUS/100) Where EC (Estimated No. of Eligible Couples) = 


Months)*100 during 2008-09 }4. . = Data not reported by States 
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Performance Statistics - April 2008 to March 2009 


Table C.3: Intra Uterine Device (l1uD Insertions) 
Provisional Figures Status as on: 4 August, 2009 


P_22,21,000 | 
——~5a.78,000 | _4,71,278 | 1,62,013. 
——~40,59,000| 70,674 | 76,118 
-——~a0,77,000 | 2,77,140 | _2,76,098 | 
-——97,33,000 | 64,029 | 65,549 | 
re, 10,000 | _7,13,390 | 5,01,433 | 
—43,10,000 | _1,37,089 | _1,61,051 | 
——8,74,000 |_2,64,813 | 3,13,453 | 


4,09,270 


1. MAJOR 
STATES 
(Population > 
20 million) 


74,17,000 | _3,53,877 | __3,38,018 
50,63,000 3 10,205 | _3,53,149 | -12.2 | 
2,61,81,000 73.41,765 | 17,86,537 | _-24.9 | 


97,47,000 87,980 89,350 


me SMALLER = tapooo |. 0254 T5594 | _25o 

feondiaton < 21,93,000 18,466 46,020 

20 million) eon 1,70,000 2,709 2,629 
Himachal Pradesh 4,86,000 27,923 27,352 
Jammu &Kashmir | _12,35,000 |__17,645 25,345 
[Manipur 2,83,000 3,904 3,585 
Meghalaya is 1,130 1,535 
PMizoram | 72,000 | 1,927 2,309 267.0 
Nagaland 2,27,000 1,896 
[Sikkim 62,000 1,587 150.0 


piper | 4,43,000 1,579 | 206.3 109. 100.0 

10,47,000 81,338 | _1,40,932 776. 100.0 

A &N Islands 41,000 813 142. 
1 


ill. UNION 
TERRITORIES 


1,69,000 4,214 4673 | __-9.8 | 100.0 


39,000 33.0| 100. 


3 
21,000 


SS 1,02,000 2,452 3,266 240.0 
rwiODetence | ss | sav | aan | 15.9] | 


N 
S 
oO 


IV. OTHER 


‘guia M/O Railways 2,797 4,423 
TOTAL Aitingia_____| _12,05,51,000 | 3 
|TOTAL 12,05,51,000 | 58,94,132 | 58,91,156 488.0 


Explanatory Note: 
1. Data Source: IUD INSERTIONS = Item Code (M 9.5.1.a,9.5.1.b,9 
.5.1,.a,9.5.1.6,9.5.1.¢,9.5.1.4,9.5.1.€,9.5. 
. Estimated No. of Eligible Couples Unsterilised HRT SoS) Ean 
here EC (Estimated No. of Eligible Couples) = MidYearPo i igi 
pulation(RGI)*Eligible Couples R ~ 
CUS=Couples (%) Currently Using Sterilisation (NFHS-IIT)} ; : Te ee 
3. Data Entered % = {Data entry done for the State 


(No of Districts reporting in each month/Total no of Distri 
stricts*No of M * i - 
4. . = Data not reported by States onths)*100 during 2008-09 } 
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Performance Statistics - April 2008 to March 2009 


Table C.4: Sterilisation 
Provisional Figures (Sta 


52,14,000 9,200 | 100.0 

44,19,000 306 

380 

315,149 

= 
STATES 
(Population | 1,35,161| -5.8[ 508] 2,505] 100.0 
Bes) 5 4,51,896 
-3.4 

| 573] 95.8 

3 

| 3,151] 93.8, 

270 


eS Sake 
28,78,000 21,93,000 16,809 29,238 
2,30,000 1,70,000 5354 5329] o5] #4311] ~~ #1,727] 100.0 
Hesse “a6 |. soe ae 
ll. Pradesh 10,88,000 4,86,000 32,074 56,960 116 2,765 100.0 
SMALLER ee 
STATESIU. Si ics | , Ses 
feeeilaion 3,10,000 2,83,000 2,148 | 216 | 894.4{ 112] 191 | 56.5 | 
7 359,000 |___3,25,000| 1,933] 1,871 
million) 1,26,000 72,000 3,369 1,874 1,123 
agaland 2,52,000 2,27,000| _—‘490 | 1,126] -565| 129] 37] 40.9) 
Sikkim 84 000 62,000| +2721. + ~~ ~ #~2~4*i67000| #2211 +#&2+129!1 60.4 
Tripura 5 41,000 4,43,000 7,318 5,033| 45.4| 107] 683] 97.9 | 
15,84,000 | _10,47,000 | __ 33,422 
A &N Islands 74,000 41,000 697 | 67) i564 
Chandigarh 2,14,000 1,69,000 1,941 303.5 100.0 
Aa ni ae ee 
39,000 1,114 
Rl 
s a7 006 21,000 6020.0 
| ee ee? SS ee 
akshadweep 12,000 11,000 ae: 
96 10,303| -10.7] 22| 4180] 45.8 | 
2,06,000 1,02,000 eA 
9,627 TCE ee ees i, 
VOTER  WODetence | | | _ 
NGENCIES woraiways | =. |. | sa] 4,843 | SA ane eee FES 
TOTAL TAllindia ——_—'|_19,47,31,000 | 12,05,51,000 | 52,83,285 | 56,12,813 49,626 | _1,064| 83.8 | 
Explanatory Note: 


WD oi2eleG: 
1. Data Source: STERILISATION = Item Code (M 9.1.1.a,9.1.1.b,9.1 i pe Teme ne estate 9 Cc 
4.1.b,9.4.1.c,9.4.1.d,9.4. 
2 3.1.a,9.3.1.b,9.3.1.¢,9.3.1.d,9.3.2,9.4.1.a,9. , 7 - ; 
An of Eligible Couples Unsterilised {Formula=EC(1-CUS/1 00) Where EC (Estimated No. of Eligible Couples) 


9 i ili j S-Ill)} 
MidYea Popu ation(RGI)*E igib e Coup es Rate (Census) ; CUS=Couples (%) Currently Using Sterilisation (NF-H . . 
ei ent ee : thet ate done ibe the BEING a hance reporting in each month/Total no of Districts*No of Mont S) 100 during 008-09 } 
3. Data ere () h 2 


4. . = Data not reported by States 


IAP ace 


cs - April 2008 to March 2009 
ectomy to Total Sterilisations 
s on: 4 August, 2009) 


Performance Statisti 
Table C.5: Percentage of Vas 
Provisional Figures (Status a 


80.6 
92.1 


P9,82,209 | 10,12,034| 2.9 
46,000] 48,139 | 2.6 | 
——~o.702 | 2.19,672 | 2,48,954[ 11.8 
10,438 | _1,60,624 | 1,71,062 | 

[3,25,107 | 


[11,342 | 75,150 | _ 86,492 


(Population > 20 
million) 


9.691 | 56,980 | 66,671 14 
|. MAJOR 6,616 | 4,08,469 | _4,15,085 ne eS ae: 
aden 4.652 | 122,619 | 127271| __37| _ 988} 1000 


Be) 

4 
T_-32,463 | 5,12,898 | _5,45,361 |. eae 94.2 
r-37,544 | 4,98,091 | __5,35,635 97.1 


76.7 
100.0 
343201] 0.9! 93.8 
53.5 
97.4 
ee | __saean 


12,219 

3,024 
13,663 
40,237 
11 


room 59.8 
ee Dees ed oY 
Sates rs eT! eee eC Ty eS 
Population <20 | weghalys | 9 | asza[agaa [os aa | 7a 
a Ed 
Fsiaim as | aera [sss [coat 542 | 
<a CE TS Te Te 


A aN islands RT he (ae 1 ae ee 
_chensigerh__—_ 1,907 1,941 100.0 100.0 
UNION sdraaNegerHavel | —=«|___aaaa a Seo ae 
1,114 91.7 100.0 
TERRITORIES 
caranecneaer 1. ae |. nd er 
Puducherry 61771. 5ise| bale soe) . aaeq 
v. OTHER W/O Defence 3.1801 9,627 
W/O Railways 398 |. aval 2sen| aot 9500 seg 
— = 2,213 2,581 11.9 75.0 75.0 
ndia 2,89,995 | 49,93,290 | 52,83,285 


Explanatory Note: 

1. Data Source: (VASECTOMY = Item Code (M 9.1.1.a,9.1.1.b.9.1.1.¢.9.1.1.d.9.1.2) 
TUBECTOMY = Item Code (M 9.2.1.a,9.2.1.b,9.2.1.¢,9.2.1.d,9.2.2,9.3.1.a,9.3.1.b, 
9.3.1.¢,9.3.1.d,9.3.2,9.4.1.a,9.4.1.b,9.4.1.¢,9.4.1.d,9.4.2)} HMIS Formats 

2. Data Entered % = {Data entry done for the State 


(No of Districts reporting in each month/Total no of Districts*No of Months)*100 during 2008-09 } 
3. . = Data not reported by States 
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ANNEX 1 


METHODOLOGY FOR COMPUTING INDICATORS 


The state-wise data sheets were queried from the HMIS web portal to get month-wise 
committed data from states for 2008-09. The available committed data for 26 states and UTs 
was used. For the remaining 9 states / UTs, committed as well as uncommitted data was 


queried from the portal. The All India aggregates were then compiled for the data generated for 
all the 35 states and UTs. 


While the number of indicators that can be generated from the portal is vast, a sample of key 
indicators for each technical area was decided for further analysis, looking at state-wise trends 
at the all India level and comparing it with the trends in the NRHM High Focus states°. These 
indicators were also compared across states: 


e Proportion (%) of 1° trimester ANC registration, 


= ANCs registered in the first trimester x 100 
Total ANCs registered. 


e Proportion (%) of 3 ANC checkups 


= No. of women receiving 3 ANC checkups x 100 
Total ANCs registered. 


e Proportion (%) of institutional deliveries 


ublic institutions + accredited private institutions 


No. of deliveries in x100__ 
Total no. of deliveries (home + public institutions + accredited private institutions) 


e Proportion (%) of safe deliveries 


= No.of skilled deliveries at home + No. of Institutional deliveries x 100 


Total no. of deliveries (home + institutional) 


© Proportion (%) of women staying at least 48 hrs post delivery in public institutions 


= 1 —No. of women discharged within 48 hours after delivery in public institutions x 100 


Total no. of deliveries in public institutions 


5 The NRHM High Focus states include the eight erstwhile EAG states, Himachal Pradesh, Jammu & 


Kashmir, the seven North East States, and Sikkim. 
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Proportion (%) of women receiving post natal care within 48 hours 


- No. of women receiving post natal care within 48 hours of delivery x 100 


Total no. of deliveries (home + institutional) 


Proportion (%) of new female RTI/ STI cases, for which treatment is initiated 


= No. of new RTI/ STI cases for which treatment initiated (female) x 100 


Total no. of new RTI/ STI cases for which treatment initiated 
Wet mount tests conducted per 100 new female RTI/ STI cases where treatment is initiated 


No. of wet mount tests conducted x 100 


No. of new RTI/ STI cases for which treatment initiated (female) 


Proportion (%) of newborns breastfed within one hour 


= No.of newborns breastfed within one hour x 100 


Total no. of live birth 
Low Birth Weight rate 


= No. of newborns weighed having birth weight less than 2.5 kilograms x 100 
Total no. of newborns weighed at birth 


Drop out between BCG and measles 


= No. of infants 0-11 months old who received (BCG — measles) x 100 


No. of infants 0-11 months old who received BCG 


Proportion of male sterilisation to total sterilisation 


= No. of male sterilisation (public and private institutions) x 100 


Total sterilisation 


where Total sterilisation = No. of male sterilisation in public and private institutions + 


no. of female sterilisation (laparoscopic + minilap + postpartum) in public and private 
institutions 
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Sex ratio at birth 


= No. of live birth female x 1000 
No. of live birth male 


Proportion (%) of planned immunisation sessions held 


= No. of immunisation sessions held x 100 


No. of immunisation sessions planned 


Proportion (%) of immunisation sessions where ASHA was present 


= No. of immunisation sessions where ASHA was present x 100 
No. of immunisation sessions held 


Use of ambulance services for patient transport, per facility, per month 


= Total no. of times ambulance was used for transporting patients during the month x 100 
Number of facilities having Ambulance services Assured Referral Services available 


(for the annual data, the numerator was divided by 12) 


Proportion (%) of children provided with free glasses 


= No. of children provided with free glasses x 100 
No. of school children detected with refractive errors 
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Contact Details: 
Ministry of Health & Family Welfare, 
(Statistics Division) 
Nirman Bhawan, New Delhi-110108 
Tele Fax: 011-23061238, 23062647 
Email: hmis-nrhm@nic.in 


